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ON UTERINE ACTION. 
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In an able and valuable work by a leading obstetrician of to-day, 
it is stated that “the principle not to deliver in the absence of 
uterine contracetion is the first point in the prevention of post-partum 
hemorrhage. Do not pull away the placenta without waiting for 
uterine contraction.” In traction with the forceps, he says, “ pull 
with the pains, leave off pulling between the pains.” 

To this principle, so laid down, I must take exception for the 
following reasons:—Firstly, I know of no clinical data in its 
support; secondly, it is not in accordance with my own experience 
and that of others who, when necessity has arisen, have not hesitated 
to deliberately empty the uterus without waiting for pains, and 
without thereby inducing hemorrhage; and, thirdly, the opinion is a 
logical deduction drawn from an erroneous idea of uterine action. 

It is this latter point I would at present discuss the generally 
entertained conception of uterine action in its bearing on the 
management of labour. The subject has been introduced by the 
above quotations to indicate the trend of opinion, and to show the 
practical, as well as scientific, importance of the subject. 


The question turns mainly on the nature of uterine retraction 
and its relation to contraction, but to understand these other 
properties of the uterus must be considered. 

The discussion of the subject in this country dates from the 
reading of a paper “ On Elasticity, Retraction and Polarity of the 
Uterus,” by the late Dr. Matthews Duncan, before the London 
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Obstetrical Society on May 5th, 1886.* Before that time the term 
retraetion as applied to the uterus was rarely if ever used in obstetric 
writings. 

In the discussion that followed the reading of the paper no 
difficulty was experienced in realising and acknowledging the 
difference in meaning between contraction proper and retraction. 
The term has now come into general use, with the advantage of 
enabling us to avoid the confusion of ideas ever liable to arise from 
using the one term in two or more senses, well illustrated by one of 
the speakers who remarked that “by retraction was meant a 
persistent contraction of the muscular fibre after contraction has 
ceased.” 

All were agreed that retraction is a useful term to designate 
the condition of the walls of the uterus whereby its capacity is 
permanently lessened in proportion to the diminution in bulk of the 
contents. This, however, does not touch the nature of retraction, 
or how the condition is produced. 


Very different was the reception given to what really was the 
most valuable part of Duncan’s paper, where he revived the idea of 
the early writers on midwifery that, in the words of Baudelocque, 
“the uterus enjoys two modes of action.” Duncan advanced the 
view that “ retraction is a force, which owns as its source the action 
of muscular fibre, but its action is different and distinct from 
contraction . . . it is a separate and distinct function—that is, it 
may go on without contractions.” 

Such a view of uterine action was not admitted by any of the 
speakers, nor has it gained acceptance since. When the mind has 
been accustomed to think of all shortening of the uterine muscle as 
contraction, it becomes very difficult to conceive of retraction as 
separate from contraction, and, though seventeen years have passed 
since the paper was read, the general obstetric mind has not yet 
overcome the difficulty. The general opinion then was, and still is, 
“that retraction was dependent on contraction, and was the 
permanent shortened condition of the muscle after contraction, when 
the active contraction had passed off—in other words, that the fibres 
were not stretched out again to their original length.” Under this 
view there can be no retraction without contractions, in the sense 
that the term is used in the opening quotations. If this be true it 
would be unsafe to deliver in the absence of pains. But is it true ? 


The view just stated has recently been defended by a writer in 


* Obstet. Trans., Vol. XXVIII. 


i 
| 


Stephenson: Uterine Action 411 


this Journay.* He applies to the uterus what may be observed in 
skeletal muscles, overlooking or not taking into account the marked 
structural and physiological differences between the two. Such 
analogies are ever liable to be fallacious. Further, the supporters 
of the single uterine action have examined the problem under one 
condition only, where the contents of the uterus have been expelled 
by contractions, and thereby have in great part begged the question. 
They have never considered the other condition, what happens when 
the contents escape in part accidentally, or are entirely removed 
artificially without contractions. 

Before discussing this other side of the subject it is necessary 
to examine separately the different properties of the uterus and io 
indicate the exact sense in which the various terms are to be used. 
This is necessary for clear thinking and right judgment. Without 
it there is certain to be in the future, as in the past, confusion of 
ideas and much fruitless argument. 


In obstetrics the term UTERINE conTRACTIONS has a well-known 
definite meaning, to which its use should be limited. It implies a 
discharge of muscular energy under a stimulus, recurring at varying 
intervals. It is the active state of the muscle, and lasts but a short 
time. The force so generated is powerful, and under certain 
conditions expells the contents. Jt is the only uterine expulsive 
force. Contraction is always accompanied by shortening of the 
fibres, producing a change in form and consistence of the organ, 
diminishing its size, but not necessarily lessening the capacity of the 
muscular sac. The latter is depended upon how far the contents are 
expelled. Even when the uterus is empty contractions recur, 
producing a change in form, it becomes more spherical and there- 
fore less in superficies. It is a mistake therefore to assume, as has 
been done, that the uterine muscle can contract without shortening, 
as may be seen in a skeletal muscle. The uterine muscle has no 
tendinous insertions. 

RELAXATION is the quiescent or passive state to which the 
musculature returns after a contraction has subsided. The term 
does not necessarily imply restoration to the previous dimensions, 
but it does not exclude re-expansion. In a state of simple relaxation 
the muscle is passive, and offers no resistance to extension, provided 
there is an extending force. 

Now the mistake into which so many men have fallen is to say 
that when the uterus has been emptied by contractions there is no 
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extension because ‘there is no extending force in action.” They 
overlook entirely the fact that there is ever present a force tending 
to expansion—-the blood-pressure. It refills the blood-vessels 
emptied by the last contraction, and immediately after delivery, in 
the quiescent state of the muscle, it is sufficient, as often has been 
found, to expand the walls to a dangerous extent, unless restrained 
by another force—-and that force is retraction. 


To make thoroughly clear the conception of uterine action that 
we have so far obtained, let us follow the changes that every 
obstetrician has so often observed. The contraction, which has 
expelled the placenta and membranes has reduced the uterus to its 
smallest possible size--often surprisingly small. The cavity and 
blood-vessels are empty, the organ is hard and well defined. Soon, 
however, it is felt to be softer--relaxation, and as the fibres relax the 
blood-vessels fill up, the uterus is getting larger. There has not 
been time for thrombosis in the sinuses to take place—bleeding 
more or less, as a rule, occurs into the cavity, and were there no 
continuous force to counteract the blood-pressure, the uterus may, 
and often does attain a considerable size, the increase being entirely 
due to blood in the vessels and the uterine cavity. Another con- 
traction would again empty the vessels and possibly expel the 
blood clot, if haply it does come; but it is often long delayed, and 
is of short duration. Retraction, as Duncan said, and retraction 
alone is the safeguard against the risk of haemorrhage. 

If the view be correct that with simple relaxation the blood- 
pressure is sufficient to expand the uterine walls and increase more 
and more the blood area, then the counteracting force of retraction 
need not be powerful, just slightly greater or even equal to the 
blood-pressure. Were this all that is implied in the term retraction 
then the tonicity or tonus of muscle might be sufficient to counteract 
the blood-pressure. There must, however, be something more than 
tonicity of muscle, as everyone has experienced who has tried to 
turn after the liquor amnii has for some time drained away, or who 
has had to pass his hand through the retraction ring that had closed 
in front of a retained placenta. The resistance then offered is very 
considerable. It is not of the nature of contraction, tetanic or other- 
wise, for if so in the course of time it would pass off, whereas 
retraction when once established is permanent. It may and does 
yield, but only slowly, to a steady and persistent force. On the 
other hand, if the force be suddenly and forcibly applied, there is 
ever the danger of rupture, as many an incautious attempt at version 
has proved. 
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There are thus two properties displayed by the uterus—the one 
the resistance offered to an extending force, the other the power to 
recover its original state when the extending force is removed. These 
two properties combined are characteristics of elasticity. Now if there 
be one word more than another that should be avoided in discussing 
uterine action it is elasticity; it leads to numerous misconceptions 
and erroneous arguments. ‘The old writers used the word to 
designate what is now called retraction. Contrary to this view, 
Duncan devoted a part of his paper to prove that the elasticity of all 
the uterine tissues was slight and quite insufficient to explain the 
phenomena of retraction. His conclusion is correct, but his state- 
ments and argument require revision in the present day. The 
force of retraction, he says, “owns as its source the action: of 
muscular fibre.” This primary limitation of his view blinded his 
perception of the possible presence of retracility in other tissues. 
He refers to the remarkable shrinking of the uterine peritoneum 
from its extensive superficies at term, to the comparatively small 
area of the outer wall of the empty organ and this shrinking, he 
remarks, is so perfect as generally to be without a wrinkle. This 
he attributes to “the quality of elasticity.” Now his own 
experiments, elsewhere recorded,* have shown that the uterine 
peritoneum is even less elastic than the muscular wall—that is, it 
yields less without laceration to extension forcibly applied. 


We nevertheless observe the serous coat undergoing a remarkable 
amount of expansion under the steady increase in bulk of the ovum; 
but this is not due to elasticity, for the tension of the membrane does 
not steadily increase in proportion to the expansion. We observe 
it also shrinking to a remarkable extent without a fold, when the 
extending force is removed ; nor is this elastic recoil—it is retraction. 
So important is this point to the right understanding of uterine 
action, that it will be well to consider fully the behaviour of the 
uterine peritoneum by itself. By so doing the question is simplified 
by excluding muscular action, and we obtain a key to the nature of 
retraction. 


First we recognise the power of the peritoneum to resist 
a considerable extending force temporarily applied, and if that force 
be greater than the tensile strength of the tissue rupture takes place. 
Nevertheless we see the membrane gradually yielding to an almost 
unlimited extent to the small but persistent force of the growing 
ovum. To prevent undue thinning fresh material is added by 
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growth, but the increase in superficies is not all growth—there is 
expansion, a spreading out of the tissue by relaxation, not by 
stretching out as against its elasticity. The difference here indicated, 
the yielding by plasticity not by elastic stretching, is important, and 
must be steadily kept in view. It enables the mind to rid itself of 
the disturbing ideas associated with elasticity, and accounts for the 
soft and often flaccid state of the walls in advanced pregnancy. 
The difference is the same as exists between a soap bubble and an 
indiarubber balloon when blown up. Both expand, but the one is 
a spreading out of the material steadily reinforced, the other a 
stretching of the tissue without addition of new material. In the 
soap bubble the tension of the film remains the same whatever the 
size; in the balloon the tension increases and diminishes in propor- 
tion to the size. 


Now, in physics the property of a body whereby it yields to a 
small but persistent force, even though it resists or breaks under 
a strong force suddenly applied, is termed plasticity, a property 
possessed by many hard and brittle substances. The uterine 
peritoneum, as we have seen, displays it in a striking manner, but it 
is not limited to the serous coat alone, all the tissues possess it. 
It is a characteristic of the uterus, the import of which and the part 
it plays in uterine action are as yet but imperfectly realised. 
Plasticity is a property which under different conditions may 
undergo great and rapid variations in degree. All are familiar with 
its increase under the term physiological relaxation or dilatability of 
the tissues--a change which is often explained by inhibition of 
muscular action, but in view of the closely felted structure of the 
cervix, rich in connective tissue, such an explanation by itself is 
insufficient to account for the great and speedy dilatation that 
occurs. With the increase in plasticity all the tissues yield without 
rupture to the dilating forces. Presently we shall find an illustration 
of an opposite change, a diminished plasticity or increased viscosity 
of the walls in the phenomena of retraction. 


To return to the uterine peritoneum, we have yet to consider the 
shrinking or resilience it displays in so perfect and regular a 
manner.. The action resembles that of an elastic membrane 
stretched in all directions, but, as shown above, it is different; the 
increase in area is not an elastic stretching but a plastic expansion; 
the diminution of the surface is therefore not an elastic recoil; 
retraction accurately describes the movement, and implies no theory 
as to the nature of the force. All that can be said on the latter 
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point is that the perfect character of the shrinking indicates in the 
membrane the presence of a considerable amount of internal 
molecular tension whereby, when freed from external counteracting 
forces, the tissue tends to assume the smallest possible dimensions. 

Such being the property of the serous coat, it is evident, as I 
have elsewhere pointed out,* that it must play a part in the 
dynamics of the uterus. It must furnish a part of the persistent 
pressure inside the pregnant uterus. It is capable of taking a share 
in the retraction of the walls. Whatever be the state of the 
muscular fibres of the uterus when labour is over, they are 
surrounded and supported by a capsule endowed with considerable 
molecular tension, with which any force tending to expansion must 
reckon. This idea is strongly supported by the anatomical fact that 
in the portion of the uterine walls where retraction is manifested 
the peritoneum is firmly attached, whereas the parts where no active 
retraction occurs have no peritoneal covering or that membrane is 
but loosely attached thereto. It is therefore an evident mistake 
to limit our conception of retraction to the action of muscle alone. 
The serous coat displays it in a perfect manner. The musculature, 
however, plays an important part which has now to be considered. 


Active contraction is the only expulsive force. Retraction may 
expel fluid free to move, but it cannot expel even a clot of blood. 
It gathers the walls around and moulds them to the form of whatever 
is within the uterus. Contraction by expelling the uterine contents 
removes the condition which has kept up expansion, and so allows the 
force of retraction to take effect. So far, but in this sense only, 
retraction in ordinary labour “is dependent upon contraction.” It is 
an error to say that “contraction is the cause of retraction.” It 
is no more so than when we stretch an elastic cord between our hands, 
the letting go one end is the true cause of the elastic recoil. 

We have already seen that in the empty uterus a persistent force 
is required to resist re-expansion under the blood-pressure. In 
muscle itself, apart from contraction, there is such a continuous 
force—the nerve and nutritive tonus. We know that the tension of 
the walls produced by this force varies at times, but is largely 
increased before active contractions set in. It maintains the uterus 
in a more tightly strung condition, and is therefore surely capable 
of taking a great, if not the chief, part in resisting expansion in the 
empty uterus. It is undoubtedly a factor in retraction, and is 
independent of contraction. It may be enfeebled in the more or less 
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exhausted state of the musculature, but even were it absent there is 
the other factor—the retractility of the peritoneum, which there is 
no reason to suppose is affected by the exhaustion of the muscular 
tissue. These two factors then, with possibly the action of the 
yellow elastic fibres freely distributed throughout, combine to form 
the property claimed as the distinct and independent force of 
retraction. If this holds true, the important practical point is that 
the force is continuous and not intermittent, and that its action may 
be relied upon in the absence of contractions. It is not a strong 
force, for such is not required. Its function is not expulsive, but 
simply to keep the uterine walls in close contact with the contents 
as they lessen in bulk, and to resist any tendency there may be to 
re-expansion. 


Our conception of retraction is, however, not yet complete. It 
has just been described as a feeble force, and yet when the condition 
is fully established the walls are found to resist forcible efforts to 
stretch them. In the retracted portion a change takes place in the 
condition of the walls, whereby they become markedly resistant to 
extension—a change which takes time to produce. It is well 
recognised that after the placenta has been expelled the uterus must 
be watched for some minutes till firmly retracted. The change is a 
gradual and increasing one. Under ordinary circumstances it does 
not occur till the uterus is empty, but it may also take place 
prematurely. It is not due to mere thickening of the walls, for it is 
at times met with when they are comparatively thin. In cases where 
the waters have but recently drained away it may be possible to turn 
the child, for the walls, though in close contact with the fetal body, 
are still soft and yielding. When, however, some time has elapsed 
the operation becomes difficult and dangerous, because the grasp is 
firm and resisting—there is premature retraction rigidity. This 
change, especially in the latter case, is usually assigned to muscular 
action alone, but from the views above stated there is good reason 
for regarding all the tissues as participating therein. Just as in the 
reverse change in the cervix, inhibition of muscular action of itself 
was seen to be insufficient to account for the relaxation of all the 
tissues; so here the opposite change may be best explained by 
regarding it as one that lessens the plasticity of the walls, a property 
which, as before stated, may undergo great and rapid variations. 

The influence which premature or unequal retraction may have 
on the course of labour, especially as regards hemorrhage, cannot 
be entered on now. One point, however, must be noted. When 
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labour is incomplete and delay occurs, as from retained placenta, 
retraction takes place unequally at different parts of the uterine 
walls,* and should the plastic “setting” have begun in the 
more retracted portions it may seriously interfere with retraction at 
the portion where the process is least advanced, and that is always 
at the placental site. The process of labour, when once begun, 
should be steadily progressive; the risk in delay in a partially 
emptied uterus increases with the degree with which the contents 
have been diminished. Contraction is the only expulsive force, and 
when that is too feeble or too tardy it is safer to deliver artificially, 
even in the absence of pains, or not to wait for them. Precipitate 
action should be avoided, for retraction is often slow and takes time 
to complete. 


Having now discussed the different properties of the uterus, and 
having got some idea of the nature of the force of retraction as 
contrasted with contraction, we are in a better position to interpret 
correctly the clinical evidence regarding the presence and sufficiency 
of the force upon which we rely to reduce the cavity of the uterus 
in the absence of pains. 

First, let us consider the behaviour of the uterus during 
the operation of Cesarean section. The operator does not wait 
for a pain, but as soon as the membranes are ruptured he 
must deftly remove the child, otherwise he would find himself 
hampered by the rapid closing in of the walls, not from contraction 
but retraction; the walls at once resile when freed from the cause of 
the expansion. Again, he does not wait for a contraction before 
removing the placenta, but peels it off, trusting to retraction to 
restrain the bleeding. 

Secondly, for various complications of pregnancy it has at times 
been deemed advisable to empty the uterus artificially without at 
first inducing labour. The cervix is dilated and the child removed 
without waiting for or even desiring contractions. Does the uterine 
cavity in these cases remain undiminished though empty, and does 
hemorrhage occur more frequently than under other circumstances ? 

Thirdly, take a case of excessive hydramnios, where the patient is 
suffering much pain, and from difficulty of breathing she cannot lie 
down. ‘To afford relief one does not wait for labour to set in, but 
unhesitatingly proceeds to rupture the membranes. Under such 
circumstances I have invariably found the uterus to steadily retract 


~“The Uterus in the Third Stage of Labour,” by the author, Scot. Med. and 
Surg. Journ., January, 1898. 


418 Journal of Obstetrics and Gynzcology 


with the lessening bulk of the contents, retaining its spherical form 
though less tense, and without any evidence of contraction. 

Fourthly, in severe hemorrhage in the third stage with 
retained placenta, or post-partum where the uterus has melted 
away from the grasp and the fundus cannot be defined by 
the left hand externally, I have invariably introduced my right 
hand into the uterus to separate and remove the placenta where 
necessary, or, in other cases, to enable the external hand to regain 
its grasp of the fundus. The placenta can be slipped down or the 
clots readily be manipulated past without withdrawing the hand. 
There it is kept till either a contraction occurs, or more generally till, 
by external kneading and moulding action between the hands, the 
cavity lessens to allow only room for the fingers, then these are 
withdrawn, external supervision being kept up for some time after. 
Here one can observe the difference between the sudden closing in 
of the cavity by contraction and the more gradual, often slow, but 
progressive, action of retraction. The latter is by far the most 
frequent result. 

With such evidence and after the above study of the subject, can 
there be a doubt that, apart from contraction, the uterus possesses the 
power of diminishing its volume and capacity when emptied of a 
part or of the whole of its contents. Although Duncan said at the 
time he wrote “that retraction is not dependent on contraction is 
difficult to prove,’ now that we possess clearer views of the subject 
his other statement must be accepted as true, that “retraction is a 
separate and distinct function—that is, it may go on without con- 
tractions.” 
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ON THE ANATOMY OF THE PREGNANT TUBE. 


By HENRY RUSSELL ANDREWS, M.D., B.S. (Lond.), M.R.C.P. 
(Lond.), Obstetrical Tutor to the London Hospital. 


INTRODUCTION. 


Ovr knowledge of the minute anatomy of the pregnant tube, and of 
the process of the embedding of the ovum in the tube, has only been 
very recently acquired. The reasons why this knowledge came so 
much later than the accurate clinical recognition of tubal pregnancy 
are the following : — 

The manner in which the ovum is embedded in the uterus was 
not well described until 1899. Although a good deal was known 
about the minute relations between the ovum and the tube before 
this, it was impossible to accurately explain the conditions found 
associated with abnormal embedding of the ovum in the tube, until 
the normal, physiological method of embedding in the uterus, was 
thoroughly understood. 

The difficulty of obtaining early and undamaged specimens of 
pregnant tubes is great, and the best specimens are often put in 
museums and not submitted to thorough examination. 

Careful preparation of the specimen is necessary for a study of 
the relations of the ovum to the tube. Ifa pregnant tube is slit up 
longitudinally in the fresh state quite a wrong idea is usually gained 
of the relation of the ovum to the tube lumen. In every case examined 
in this way the ovum appears to be in the lumen of the tube. To 
examine these relations satisfactorily the tube, containing the ovum, 
must be hardened as a whole, and not cut at all until thoroughly 
hardened. Transverse sections through the hardened specimen show 
the true relations between the ovum and the lumen, and even if the 
partition between them has been broken down by bleeding, micro- 
scopical sections will show that the site of the ovum was outside the 
lumen. 

While the study of the embedding of the ovum in the uterus is 
largely of purely scientific interest, being entirely physiological, the 
study of the corresponding process in the tube is of great practical 
interest and importance. The manner in which the ovum is 
embedded in the tube must be looked upon as being to a certain 
extent, if not entirely, a pathological process, and it is, in most 
cases, directly or indirectly, responsible for the danger to life associ- 
ated with tubal pregnancy. 
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The object of this paper is to describe, from a review of the 
literature of the subject, and from my own observations and sections 
made in the Laboratory of Prof. Schauta’s Klinik in Vienna, the 
present state of our knowledge of the minute anatomy of tubal 
pregnancy, in the first two months, and to show to what extent this 
knowledge enables us to explain the occurrence of the two most 
common modes of termination of tubal pregnancy, viz., abortion and 
rupture. 

I wish to express my gratitude to Dr. Fritz Hitschmann, assistant 
in Prof. Schauta’s Klinik, for his very kind help and guidance in 
the preparation of this paper. 

Diagnosis and treatment do not come within the scope of this 
paper. They have both been frequently discussed in the various 
societies, and much has been written on them in this country, while 
on the subject of the minute anatomy of the pregnant tube very 
little has appeared in the English language in the last seven years. 


THE EMBEDDING OF THE OvuM IN THE TUBE. 


The tubal decidua. The question of tuba] decidua has always 
been one of great interest, we may even say of paramount import- 
ance, since the presence of a decidua in the tube was a few years ago 
considered to be absolutely necessary for the occurrence of tubal 
pregnancy. 

What is a decidua? In the uterus the decidua is formed by 
changes in the endometrium, the changes affecting the stroma cells 
and the glands. The stroma cells become much increased in size, 
the enlargement of the cell-bodies being out of proportion to that of 
the nuclei, so that the resulting decidual cells are epithelioid in 
character. Besides their increase in size the cells undergo a chemical 
change, 7.e., the decidual cells can be proved to contain glycogen. 
The cell-outlines become indistinct. The nuclei stain best at their 
periphery. These changes affect chiefly the cells of the superficial 
layer of the endometrium, a compact layer of large rounded cells 
being formed, tightly packed together and often very much 
resembling squamous epithelium. (Fig. 1). 

The glands are altered in two ways. ‘The lumen is markedly 
widened, and the epithelial cells, besides becoming more cubical than 
columnar, undergo proliferation. Small clumps of proliferated cells 
project into the lumen, giving the epithelium a many-layered appear- 
ance. The basement-membrane does not take much part in these 
bud-like projections, they are formed chiefly by the cells alone. 


].—Decidual cells from the uterus, in a case of 
tubal pregnancy. x 500. 


11.—Decidua-like cells in the ovary. From a case 
of normal pregnancy. x 500, 
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Tubal fold showing z Tubal fold cut obliquely, 
decidual cells. x 500. showing decidual cells. 


1V.-—Showing the site of the ovum to be outside the lumen of the tube. Natural size. 


From Heinsius, Ztschr. fiir Geb. und Gyn. Bd. 46, p. 393. 
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VI.—Showing the site of the ovum to be outside the lumen of the tube. x 5. 


A. A. Tube lumen. 
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(Side of vessel remote from ovum.) 


in the wall of a pregnant tube. 
(Side of vessel towards ovum.) 
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The vessel wall has almost entirely disappeared, having been replaced by foetal cells. 


DSO LE SO 
T!!.—Showing a maternal vessel in the wall of a pregnant tube attacked by trophoblast. x 250, 
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From the widened lumina of the glands is produced the spongy 
appearance of the deep layer of the decidua. 

Formerly the decidual cells, from their epithelioid characters, 
were thought to arise from epithelial cells. Later it was suggested 
that they were formed out of the leucocytes which can usually be 
seen round the glands in the cytogenic connective-tissue of the 
endometrium. It is now certain that they arise from the already 
present connective-tissue cells. Examination of a section of early 
uterine decidua enables us to trace easily transition forms from the 
unaltered connective-tissue cells between the glands in the deep, or 
spongy layer through the middle layer to the typical decidual 
cells in the superficial, or compact layer. 


What is the cause of these changes? Apart from pregnancy 
typical decidual cells are never seen in the uterus. A somewhat 
similar change in kind, but differing greatly in degree, is seen in 
the stroma cells in hyperemic conditions, just before a menstrual 
period, and in some forms of endometritis. In dysmenorrheeal 
membranes a resemblance to decidual cells is also seen, explained 
by some authorities by the assertion that all these membranes are 
the result of early abortions. It would seem that the decidual and 
decidua-like change is the result of increased nutrition. 

Decidual changes are found elsewhere than in the endometrium. 
In uterine pregnancy they are found in :— 

The cervix. The usual assertion in text-books that decidual 
changes do not occur in the cervix is not true. In the cervix large 
pale cells, exactly like those seen in the body of the uterus, are 
found under the epithelium, not only under the glandular epithelium 
of the cervical canal, but also under the squamous epithelium of the 
vaginal portion. They are not arranged in a compact layer, but 
occur singly or in small groups. Whether this decidual change 
always occurs in the cervix in uterine pregnancy I cannot say, but I 
can say, from my own observation, that it does sometimes occur. 

Weiss *? has described this decidual change in the cervix in 
placenta previa; this point is of great interest. 

Fallopian tube. Decidual change in the tubal mucous membrane 
in uterine pregnancy has only been described by one observer, 
Mandl,?? who found decidual changes in the tubal folds in one case 
out of seven which he examined. 


Ovary. Schmorl* first described decidual changes in the ovary 


in uterine pregnancy. He found large cells, resembling uterine 
decidual cells, in the ovarian stroma, best marked just under the 
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tunica albuginea. (ne of my sections shows these ovarian decidual 
cells extremely well. (Fig. 2). 

Peritoneum. Schmorl also described decidua-like, large rounded 
cells on the peritoneum covering the tube, and in Douglas’s Pouch, 
in uterine pregnancy. 

Where are decidual changes found in tubal pregnancy ? 

Endometrium. Decidual formation is seen here in tubal preg- 
nancy just as in uterine pregnancy. v. Maslowsky?’ has described 
a complete decidual cast of the uterus in a case of tubal pregnancy, 
in which he found heaping up of the glandular epithelial cells. He 
considers that this forms an important differential diagnostic point 
in distinguishing a uterine decidua in tubal pregnancy from a 
dysmenorrheeal membrane and from normal decidua. I fail to see 
anything in his description of the glandular epithelium which is not 
met with in “ normal” decidua. 


Tubal mucous membrane. The changes are most marked in the 
folds, some of the stroma cells exactly resembling in appearance 
uterine decidual cells. (Fig. 3). The amount of decidual formation 
varies greatly in different cases. In some tubes the change is only seen 
at some distance from the ovum, in others it is seen close to it. 
In two of my sections decidual cells are seen in the folds close to the 
ovum, in the majority, however, no decidual cells are seen in sections 
which show part of the ovum. In the part of the tubal mucous 
membrane between the folds few, if any, decidual cells are found. 
I shall return to this question later. 


Intermuscular connective-tissue. Some of the intermuscular 
connective-tissue cells are enlarged and “ decidua-like,’” though they 
do not, in my sections at least, reach such a large size as the decidual 
cells seen in the folds of the endometrium, cervix and ovaries. In 
some cases the intermuscular connective-tissue cells show marked 
changes. 

Peritoneal covering of the tube. Here, in some cases, not in all, 
are found collections of large rounded cells, which somewhat resemble 
decidual cells, sometimes forming tags projecting from the surface. 

Whether decidual cells are ever found in the ovary in tubal 
pregnancy I cannot say. I have not succeeded in finding any. 

Having seen that decidual formation is found in the tube, and 
knowing that decidual cells are formed out of pre-existing connective- 
tissue cells, we come to the question: can we expect to find a 
compact layer of decidua in the tube? In the folds this is possible 
and sometimes occurs, the folds containing numerous connective- 
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tissue cells. In the mucous membrane between the folds the 
conditions are quite different. 

Clarence Webster *! describes the “ normal connective-tissue of the 
mucosa” of the tube as “ small in amount, of a modified embryonic 
nature, consisting mainly of rounded and oval branching cells, with 
an intercellular stroma slightly fibrillated,” but does not distinguish 
between the structure of the folds and that of the mucous membrane 
between the folds. 

Grusdew 5 says: “ Internal to the circular muscle lies the mucous 
membrane. This consists of a fibrous connective-tissue containing 
mucosa cells, internal longitudinal muscle, and the mucosa vessels. 
There is only a very small number of mucosa cells, and in the uterine 
quarter of the tube these cells are entirely absent, the compact layer 
of the longitudinal muscle extending into the folds themselves and 
almost reaching the epithelium.” 

Mandl*? says: “There is no submucosa. The musculature 
between the folds often reaches very nearly up to the epithelium, so 
that in these places one can hardly speak of a well-marked mucous 
membrane.” 

The fact that there is so very little sub-epithelial connective- 
tissue between the folds has not received sufficient attention. In 
healthy tubes the epithelium between the folds lies, in places, 
directly on the muscle, and nowhere is there more than a very thin 
layer of connective-tissue separating the epithelium from the muscle. 
In cases of salpingitis there is much more connective-tissue between 
the epithelium and the muscle. This is in some cases easily 
explained by the fact that there have been numerous adhesions 
between adjacent folds so that the mucous membrane is everywhere 
thick, but this does not apply to all cases. In some, where the folds, 
though thickened, are quite distinct from one another, the epithelium 
between them is separated from the muscle by a comparatively 
thick layer of connective-tissue. 

In healthy tubes, therefore, a compact layer of decidua between 
the folds would very often be anatomically impossible, but a thin 
layer of “‘ compacta ” would be anatomically possible in. tubes altered 
by salpingitis. I do not know whether my observation of this differ- 
ence in the amount of sub-epithelial connective-tissue is original or 
not, but I have not met with it in the literature. If it has been 
noticed before it is strange that it was not mentioned by the upholders 
of salpingitis as a cause of tubal pregnancy, in the days when the 
production of a decidua in the tube was considered a sine qué non 
for the occurrence of tubal pregnancy. 
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Several authors have described decidual formation in the tube. 
It will be sufficient to quote two of them. 

Orthmann,*! in 1890, says that the process of decidual formation 
in the tube begins in the superficial part of the folds, and then 
spreads deeper, though it is chiefly limited to the superficial folds. 


Reflera. There is exactly the same decidual transformation here 
(7.e., decidual transformation of connective-tissue cells), most marked 
at the line of junction. 

Serotina. Were the decidual transformation is least marked, the 
bloodeclot usually lying immediately on the muscle. Only in a few 
places can a single or double layer of cells, evidently decidual cells, 
be seen. 

In 8 out of 10 cases the presence of decidual cells was clearly 
proved. In 2 cases, only a few remains of decidual cells were seen, 
in the neighbourhood of villi. (These last five words are suggestive. 
If we wished to find remains of trophoblast where would we look 
for it except in the neighbourhood of villi?) 

Webster gave the most complete and full description of decidua 
in the pregnant tube. He considers the decidual cells to be enlarged 
and altered connective-tissue cells, the changes beginning anywhere 
between the vessels. 

Vera. “Careful investigation, beyond doubt, establishes the fact 
that a decidua vera is always formed. . . . The extent of decidua 
vera varies considerably in different cases. . . . It consists of (1) a 
superficial, compact layer, and (2) a deep, spongy layer. . . . The 
early recognised distinction of compact and spongy layers becomes 
gradually lost. Between the folds the vera shows different degrees 
of thickness.” 

Serotina. ‘* Where the ovum becomes attached to the tube wall, 
that part of the vera in contact with it grows more rapidly than the 
rest of the decidua.” 

Refleva. “The reflexa has much the same structure as the 
superficial portion of the decidua. In it, however, degenerative 
changes . . . progress more rapidly, and it has a large proportion 
of intercellular substance and fewer decidual cells than the serotina 
of the same age.” 

Bland-Sutton,> in 1896, writes: “ From a thorough, careful, and 
repeated microscopical examination of gravid tubes in exceptionally 
early stages of pregnancy I have failed to find anything that can be 
regarded as a tubal decidua, certainly nothing that is cast off in the 
form of a membrane, and this is the essential qualification for a 
decidua.” 
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Kiihne 2° found decidual cells, formed out of connective-tissue cells, 
in the tubal folds, but not in the placental site. He pointed out that 
in previous writings Langhans’ cells had been mistaken for decidual 
cells, and that what had been described as a decidua serotina consisted 
of Langhans’ cells, fibrin and connective-tissue. He gives the follow- 
ing description of decidual cells and Langhans’ cells :—‘‘ Decidual 
cells are usually round, sometimes oval or spindle shaped. The cell- 
borders are sharply defined; the protoplasm is clear. The nuclei are 
large, of regular oval or rounded shape, and show strikingly pale 
staining; they are extraordinarily transparent, the chromatin net- 
work being sometimes sharply defined. The cells lie close together, 
but usually a fine meshwork of intercellular connective-tissue can be 
seen. Langhans’ cells are about the same size as the decidual cells; 
their shape is different. They are usually polyhedral, and lie tightly 
packed together, pressing against each other. Their protoplasm is 
clear; the nuclei are rather deeply stained and show usually an 
indented, somewhat irregular form. They show a ‘bladder-like’ 
staining of the nucleus and never lose their epithelial character. A 
nucleolus is easily recognised.” 

Kreisch }§ pointed out that the Langhans’ cells in the tube vary to 
a certain extent in shape and size, assuming a different appearance 
when separated from the villi to that which they exhibit when in 
connection with the latter. 

Forms just as atypical are seen in intra-uterine trophoblast, and 
in the clumps of cells on the villi in a hydatidiform mole. 

Most writers on the subject since 1899 agree with Kiihne”® that 
decidual cells are not found in the place of insertion of the ovum in 
the tube. Mandl? and Fiith,!4 however, find a few decidual cells 
there, but agree that no “ decidua basalis tubaria” is found. 

Veit,*° in 1901, describes some decidual formation round the inter- 
villous space. He is, as far as I have been able to find, the only 
writer in the last few years who does not agree with the modern 
interpretation of the cell-sheet. He looks on the cell-masses in con- 
nection with the villi as being foetal, but does not feel certain whether 
the cells between the fibrin bands and the intervillous space are foetal 
or not, though he is inclined to call them fetal. The specimen 
which he describes was undamaged, and the foetus, which measured 
38 cm. from vertex to breech, was probably living up to the time of 
the operation. The blood in the placenta had not coagulated. The 
“decidual formation ” which he finds round some sinuses, is absent 
round those vessels into which villi have been carried by “ deporta- 
tion.” This is not difficult to explain, assuming that his “ decidual 

30 


426 Journal of Obstetrics and Gynaecology 


formation” was in reality trophoblast. Where villi have entered 
veins and penetrated some distance along their interior, as he 
described, we would not expect to find trophoblast. The trophoblast 
opened the vessel originally, but when the villus travelled along the 
vein it naturally got beyond the limits of the trophoblast area. 

Thus we see that recent writers, with the exception of Veit, are 
agreed that decidual cells, if found at all in the placental site, are 
not found there in large numbers, and that we cannot talk of a 
decidua serotina, or to use the more modern term, a decidua basalis, 
in the tube. Whether the few enlarged connective-tissue cells which 
are found are to be called “‘ decidual” cells, or ‘ decidua-like” cells, 
is a matter of little importance, the main point being that although 
a decidua may be formed later, as described by Both,® it comes too 
late to be of use to the developing ovum. 

In Both’s case of an 8 months’ pregnancy, originally tubal, 
“almost the whole stroma of the tubal folds was changed into decidua. 
In some places the decidual cells lay directly on the muscle.” This 
decidual formation became less and less marked as the placental site 
was approached. In the folds over the placental site there were only 
a few single decidual cells. 

In my own sections decidual cells are found in some of the folds, 
in some cases close to the ovum, in others only at a distance from 
it, the number of decidual cells varying immensely in different cases, 
in one case being sufficiently numerous to form a compact layer. 
In the sub-epithelial tissue between the folds there are a few decidual 
cells, usually single, in small groups in one case. In the placental 
site itself no decidual cells are found. 

Decidua-like” cells, 7.¢., connective-tissue cells considerably 
enlarged but not to a size comparable with that of the decidual cells 
found in the folds, and in an intra-uterine decidua, but otherwise 
very much resembling these cells, are found in the intermuscular 
connective-tissue in some specimens, not in all. They are not 
sufficiently numerous to form a “compacta.” Heinsius describes 
similar appearances. 

Some of my sections also show collections of large round cells on 
the peritoneal surface of the tube, as has been observed by 
Orthmann,?! Webster,‘! and others. In one specimen cells very 
much resembling decidual cells, oval or spindle-shaped, are found on 
the peritoneal surfaée. The small tubular spaces, lined with cubical 
epithelium, under the peritoneal covering of the tube, which have 
been noted by Orthmann, Webster and Zedel,4° are also very well 
seen in some of my sections. They seem to be more frequently 
met with in pregnant than in non-pregnant tubes. Possibly the 
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reason for this is that they take part in the general hypertrophy 
and hyperplasia of all the elements of the tube wall in tubal 
pregnancy, and so become more noticeable. I quite agree with 
Clarence Webster who considers that they are most probably 
embryonic in origin, and that serial sections do not prove them 
to be the ends of deep recesses of tubal mucosa, as Orthmann 
considered, or sections across folds of peritoneum, as suggested by 
Zedel. 

T would suggest the following as means of distinguishing between 
Langhans’ cells and decidual cells :—- 

The Nuelei. The nuclei of Langhans’ cells are larger and stain 
better than those of decidual cells. They exhibit a “ bladder-like ” 
appearance, and a fine chromatin network; and usually a nucleolus 
ean be seen in them. 

The nuclei of decidual cells are smaller and do not stain so well. 
They may later show a “ bladder-like ” appearance, but not until a 
period in pregnancy when the Langhans’ cells have disappeared 
except from some of the villi. A chromatin network is seen in the 
nuclei of both varieties of cells. 

The Cell-bodies. The protoplasm of Langhans’ cells is clearer 
than that of decidual cells, and does not take up so much eosin. A 
fine network is seen in the protoplasm. The cell borders are well- 
marked. 

The protoplasm of decidual cells, in early pregnancy, stains 
better than that of Langhans’ cells. It is granular. If a network 
can be seen in the protoplasm of decidual cells the meshes are usually 
much smaller than those in the protoplasm of Langhans’ cells. The 
cell-borders of decidual cells are much less distinct than are those of 
Langhans’ cells. Intercellular tissue is much more commonly seen 
in groups of decidual cells than in groups of Langhans’ cells. 

As regards shape and size it is difficult to point out any 
distinguishing characteristics, except that Langhans’ cells are likely 
to be polyhedral, decidual cells rounded or oval. When in doubt 
as to which variety any given cells belong it is best to trace their 
connection, if possible, with neighbouring cells about which one is 
certain. Thus atypical cells can often be proved to be in reality 
Langhans’ cells by careful tracing of the continuity between the 
doubtful cells and neighbouring typical trophoblast masses. We 
must freely admit, however, that it is sometimes impossible to be 
certain whether we should call isolated cells decidual or ectoblastic. 

It was formerly considered that a fertilised ovum could only 
become attached to an already formed decidual tissue, e.g- Webster's 
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theory was that tubal pregnancy was only possible when the ovum 
found decidual tissue in the tube. This theory could not now be 
considered valid even if the tube did produce a decidua at the 
beginning of pregnancy. Recent investigations show that in the 
uterus decidual formation follows the attachment of the ovum, 7.e., 
that decidual changes are not present before the ovum has made its 
way into the tissue of the endometrium. 

Peters,*? in his description of the earliest described intra-uterine 
pregnancy, says: “ The connective-tissue stroma of the mucosa shows 
beginning decidual characters only in the immediate neighbourhood 
of the ovum, and even there a completely formed decidua is not 
found.” 


As I have seen myself, even in one field, under a 2 inch lens, 
the decidual change can be seen to diminish and become almost 
unrecognisable in the neighbourhood of a very young ovum, being 
well-marked close to the ovum, but only in a very narrow zone. 

The establishment of the fact that the embedding of a fertilised 
ovum determines the formation of decidua, and not that the presence 
of an already formed decidua makes the embedding possible, does 
away with one great difficulty that must have presented itself to 
many minds, viz., How can a fertilized ovum, which is free, and not 
in intimate connection with any part of the maternal organism, 
produce an effect on the endometrium ? 

Having seen that in the tube there is no decidua comparable to 
that found in the uterus we come now to the question—What 
difference is there in the embedding of the ovum in the two organs? 
The main difference in the embedding is explained by the difference 
in the soil. In the uterus there is a thick vascular mucous 
membrane, the endometrium, into which the ovum can sink. The 
endometrium undergoes decidual changes, increases in thickness to 
a considerable extent, and.in volume, apart from thickness, to a very 
great extent as the uterus enlarges. In it can be formed the inter- 
villous space. It contains very numerous capillaries and small 
arteries and veins. If bleeding occurs when these are opened up 
by the trophoblast it is small in amount and not a source of danger 
to the ovum. In the decidua is formed the placenta, which can be 
separated smoothly without leaving portions behind. 

In the tube, on the other hand, except in the folds of mucous 
membrane, which are not large enough to contain the growing ovum, 
there is very little if any connective-tissue between the surface 
epithelium and the muscle, and this connective-tissue does not 
undergo decidual changes early in pregnancy. The trophoblast, 
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therefore, burrows into the muscle. Some of the vessels with which 
it comes in contact are large, and when these are opened up, the 
pressure of the blood stream is often able to break down the resist- 
ance offered by the foetal cell-mass, with the result that hemorrhage 
into the ovum is a common occurrence in tubal pregnancy. Besides 
this, the tissues which first contain the ovum do not increase in size 
to an extent at all comparable with that occurring in the uterine 
tissues. There is hypertrophy and hyperplasia of the tubal muscle 
and connective-tissue, but there is neither decidual formation nor 
increase of tissue comparable in amount with that seen in the uterus. 
Consequently the ovum grows too fast for the tissues containing it, 
and often destroys the wall of the tube until it reaches the peritoneal 
covering, which itself may also be perforated. 

The deep intra-muscular site of the villi in tubal pregnancy may 
be compared to that in the rare cases of placenta accreta, described 
by Neumann,” and others. 

Neumann’s account of this rare condition described complete 
absence of decidua serotina, in places, with consequently deep intra- 
muscular seat of some of the chorionic villi. The placenta could not 
be completely separated during life, and after death removal of the 
adherent portions of the placenta was only possible when some of the 
uterine muscle was torn away at the same time. Microscopically no 
evidence of inflammation could be found. 

It has only been shown in recent years that the ovum is 
submucous, é.e., is entirely outside the tube lumen, unless bleeding 
has occurred and broken down the partition which separates the ovum 
from the lumen. If the pregnant tube in its fresh state is slit up 
longitudinally the ovum will always appear to be in the lumen. If, 
however, the whole tube is hardened and then a transverse section is 
made through the tube and the contained ovum, it may be seen, 
sometimes even macroscopically, that the lumen is quite distinct from 
the cavity in the tube wall which contains the ovum. 

The “ reflexa”’ has been a great source of controversy. According 
to the old ideas regarding the method of attachment of the ovum to 
the endometrium, the reflexa was built up round the ovum, the ovum 
itself being passive. 

Fiith, in 1898, described a 2} weeks tubal ovum, which was 
entirely outside the lumen of the tube, being separated from it by a 
‘“capsularis,” which possessed an epithelial covering and muscle 
fibre. The ovum was between the circular and longitudinal layers 
of muscle. It had been suggested that what had formerly been 
described as decidua reflexa really consisted of folds of tubal mucous 
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membrane. Fiith contends that the presence of well-marked muscle 
fibres in the “ capsularis ” excludes the possibility of the latter being 
formed only out of tubal folds. Inter-columnar embedding, 7.e., 
embedding between two tubal folds, would only account for the 
presence of a few muscular fibres in the capsule. 

Werth “ considered that the depth to which the ovum reached, and 
the apparent disappearance of the tubal muscle, which seemed to 
have been “ devoured ”’ by the ovum, were proofs that the latter had 
actively bored its way into the tube wall. 

Aschoff,? in 1899, describes a pseudo-reflexa, containing some of 
the internal muscular layer, its surface being formed by tubal folds. 

Fiith,'4 in 1901, supports his original statement that the capsule 
contains muscle, and says that the only way to explain it is to accept 
Peters’ *° ideas as to the embedding of the human ovum, which agree 
with those of Graf Spee, Opitz,°° and others, as regards the embedding 
of the ovum in guinea-pigs. 

Heinsius,'® in 1901, finds the ovum entirely outside the lumen of 
the tube. Between the ovum and the lumen is a thick layer of muscle. 
On the other side the ovum comes close up to the peritoneal coat of 
the tube. In one case the lumen was absolutely intact except in one 
microscopical spot. 

Peters,?? in his examination of the earliest human intra-uterine 
ovum that has yet been described, found that the ovum was in the 
substance of the endometrium, entirely below the level of the epithe- 
lium. The epithelium was intact except in one minute spot, where 
it had been perforated by the ovum. The gap in the epithelium was 
roofed over by connective-tissue and blood-clot. 

It has been suggested that the ovum sinks into the endometrium 
by its own weight. LHven if we agreed with this view, which to me 
personally seems to be very unlikely to be a correct explanation of 
the sub-epithelial site of the ovum, we could hardly imagine the 
ovum passively sinking into the tubal muscle by its own weight. 
The deep intramuscular seat of the tubal ovum can only be explained 
as being due to an active process, on the part of the trophoblast. 
Thus the modern idea of the reflexa or capsularis is very different to 
that which was accepted a few years ago. It it be admitted that there 
is no decidua vera in the tube in early tubal pregnancy, there can 
be no decidua reflexa formed by the building up of a wall round the 
ovum. 

According to the latest ideas regarding the embedding of the 
ovum in the tube, the “ reflexa,” capsularis or partition sheet consists 
at first of blood-clot, and later, as the ovum bores its way deeper, 
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and also expands laterally, of muscle and mucous membrane, except 
in one minute spot, the original place where the mucous membrane 
was perforated by the ovum. Here there is probably organised 
connective-tissue. Muscular tissue was recognised in this capsule, 
by Fiith,° before Peters’ work on the embedding of the ovum was 
published, but its presence could not be satisfactorily explained 
until the latter’s account of the embedding of the ovum was accepted. 
As Fiith pointed out, the theory that tubal folds met over the ovum 
would not explain the presence of more than a few muscular fibres in 
the capsularis. In the large majority of specimens a perfect “ cap- 
sularis’”’ cannot be found, because the median part of it has been 
destroyed. In many sections, however, towards either lateral -pole 
of the ovum the capsule can be well seen. Several of my sections 
show this capsule, consisting of muscle and mucous membrane. 
Even when bleeding has occurred and has burst through the median, 
the thinnest part of the “ capsularis,” it can usually be seen in my 
sections that the ovum itself is outside the lumen, although the latter 
contains blood-clot. The illustration which I have taken from 
Heinsius’!® paper, shows the submucous site of the ovum extremely 
well. (Fig. 4.) 

There are three possible ways in which the ovum may become 


embedded. 


1. Columnar embedding, ¢.e., embedding in a fold of mucous 
membrane. 

Kreisch }8 and Werth ** have each described a case in which this 
method occurred. In Werth’s case a very early abortion was the 
result. It is probable that this method of embedding usually leads 
to early abortion, the fold not being large enough to contain a 
growing ovum, and that cases which clinically appear to be tubal 
abortions, though the tube is normal on naked-eye examination, are 
to be explained in this way. It is impossible to say, in a tube which 
contains blood, that one fold of mucous membrane has not contained 
an early ovum, unless the whole length of the tube has been examined 
by serial sections. 

2. The ovum might become caught between two folds, and at- 
tached to both of them, without having any attachment to the mucous 
membrane between their bases. 

What has been said with regard to columnar embedding would 
probably apply here, except that the ovum would be able to develop 
a little further before breaking through into the lumen of the tube. 

3. Inter-columnar embedding, 7.c., embedding in the mucous 
membrane between the bases of two folds. This is probably the most 
common site of attachment for the ovum. 
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THe TRopHOBLAST. 

In sections of pregnant tubes, up to six weeks or more, a thick 
cell layer, consisting of Langhans’ cells and syncytium, is seen all 
round the ovum, in intimate connection with which are the ends of 
some of the villi. (Fig.7.) On the other side is the tubal muscle. These 
proliferated ectoblastic cells, the trophoblasts, were seen first in the 
tube, and the proliferation was looked on as pathological. It is now 
well-known however, that exactly the same cell-layer is seen in 
uterine pregnancy. After a time—probably about six to eight weeks 
—this cell-layer disappears, very little remains of it being found 
except at the ends of the villi. 

The real nature of the cells composing this layer was first pointed 
out by Kiihne,”° who, in 1899, showed that what Clarence Webster,*' 
and others, had called decidual cells in the placental site were in reality 
Langhans’ cells. He described the manner in which these cells break 
through into vessels, many of which are seen to possess muscular 
and elastic tissue in their walls only on the side remote from the 
ovum. Ly this “ substitution ” of the vessel walls by fetal cells the 
resistance of the walls is much diminished, so that it can be overcome 
by the force of the blood stream. 

Aschoff,? in 1899, says that the thick cell-layer which covers the 
surface of the placental site consists of proliferated fetal cells. He 
considers that its appearances support Marchand’s views that the two 
forms of cells have a common origin or may each become transformed 
into the other (ineinander tibergehen), that the syncytium can separate 
off into isolated cells which penetrate the maternal tissues. The pro- 
liferating cell-masses penetrate the muscular layer into the vascular 
subserous tissue. Very characteristic is the relation of the feetal cells 
to the vessels. As a rule the side of the vessel towards the tube 
lumen is first destroyed, so that one half of the vessel wall is made up 
of a foetal cell mass, the other half of maternal tissue. 

Heinsius,!¢ in 1901, says the greatly proliferated cell-sheet clothes 
the whole of the ovum cavity, on the side towards the lumen often 
only in a loose, broken, single layer, on the side towards the peri- 
toneum in a close many-layered sheet. It advances between the 
muscle-bundles, pressing them apart. The vessel walls are gradually 
worn through by its advance. Many vessels can be seen which have 
the ectodermal cells only in their muscular coat, others which have 
these cells also between the muscle and the endothelium, others again 
which have the cells inside the lumen itself. 

Peters * describes the early intra-uterine trophoblast as consisting 
of a mass of cells in which there are very numerous lacune filled 
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with fluid blood. Into this cell-sheet are pushed mesoblastic pro- 
cesses. The cells even at this very early stage, four or five days, show 
great variations in shape, size and staining powers. From the simple 
cubical cells of the central sheet of trophoblast all transition forms 
can be traced up to the giant cells on the surface. He says there can 
be no doubt that these changes in the trophoblast cells are the pre- 
liminary stages in the formation of the later syncytium. The 
endothelium of the capillaries disappears before the trophoblast cells. 

At this point it is best to say a few words on the most recent 
account of the growth of the placenta, given by Hitschmann and 
Lindenthal 4’ at the Congress at Carlsbad, in September, 1902. The 
trophoblasts, 7.e., the proliferated ectoblast cells which at first are all 
more or less alike, but later become differentiated into two groups of 
cells, Langhans’ cells and syncytium, are the only active agents in 
destroying maternal tissue. They are not found after about the 6th 
or 7th week. The villi are formed by projection of processes of 
mesoblast into these cell masses, these processes obtaining a double 
covering of cells, the inner layer, 7.e., that next to the mesoblastic 
stroma, being Langhans’ cells, the outer syncytium. The villi which 
are formed in this way, and are in direct connection with the 
maternal tissues, are what used to be known as “ Haft-Zotten.” After 
the disappearance of the trophoblast the placenta cannot increase in 
size by taking in more maternal tissue; increase in size can only be 
caused by growth of the part of the uterus forming the placental site. 
Any new villi formed after the 6th or 7th week merely project into 
the inter-villous space, they do not invade maternal tissue. 

Thus, according to the most modern ideas, we can no longer 
speak of the destructive action of villi, the maternal tissues are 
destroyed by trophoblast. To distinguish the cells on a perfectly- 
formed villus from those of the cell-mass into which the mesoblastic 
process was pushed, it is best to talk of the double layer of cells as 
‘villous epithelium,” leaving the term “trophoblast” for the cell- 
niass. 

Comparing the intra-uterine trophoblast, as described by Peters,** 
with that seen in the tube, the two are found to be exactly alike. 
The foetal part of the placenta in tubal pregnancy is just like that 
seen in uterine pregnancy. ‘The proliferation of the trophoblast 
cells is not pathological, the abnormal penetrating action seen in the 
tube is due not to any inherent quality of tubal trophoblast but to 
the conditions which it finds. It burrows into the tissue with which 
it is in contact, and this tissue is, not connective-tissue as in the 
uterus, but muscle. It bores its way into the muscle, and in some 
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cases destroys the muscle and the peritoneum beyond it. This 
penetrating action, which if occurring to the same degree in the 
uterus is looked on as pathological, if not malignant, must, in the 
tube, be considered normal, if, as questioned by Kiihne,?° anything in 
tubal pregnancy can be considered normal. 

The swollen condition of the stroma of the villi, which Kiihne 
noted as being suggestive of hydatidiform mole, is explained by the 
fact that in his specimens the embryo had been dead for a long time 
before the tube was removed. A similar condition of the villous 
stroma is not infrequently seen in cases of missed abortion. 

As regards Veit’s #° contention that the foetal cells do not destroy 
maternal tissue there are numberless sections showing vessels, the 
walls of which on the side towards the ovum have been completely 
* substituted,” the place of muscle, connective-tissue, elastic tissue and 
endothelium having been taken by foetal cells. (Fig. 8.) Veit, in 1901, 
denies that the trophoblast can destroy maternal tissue, and objects 
to the comparison of the process of the embedding of the ovum to 
the spread of a malignant growth. He considers that the villi enter 
veins, pushing against the walls of the veins, inverting them, but 
does not explain how the openings in the walls take place. His views 
as to the presence of villi in veins have received confirmation in a 
paper by Poten,** who found villi or portions of villi in the veins in the 
uterine wall at the end of pregnancy. I have seen villi in veins, 
separated from the intervillous space by a layer of muscle, in the 
case of tubal pregnancy. 

Ulesko Stroganowa*® finds that Nitabuch’s Fibrin is poorly 
developed in the tubal placenta. She sees in this fact one reason for 
the deep penetration of the villi, and also for the frequent occurrence 
of hemorrhages into the ovum and into the tube. 

The large majority of observers do not seem to have noticed any- 
thing remarkable about Nitabuch’s Fibrin in the tube. Heinsius 
says that “in many places, at the periphery, the proliferating 
Langhans’ cells seem to be bounded by one or more bands of fibrin, 
though these can not be said to be a definite obstruction to the 
tormer’s proliferating propensities.” Kiihne says “ where the fetal 
epiblast penetrates mosi deeply, there is the fibrin of Nitabuch 
weakest.” 

Since Clarence Webster,*! whose “ proliferated endothelium” is 
generally considered to have been in reality trophoblast, Mandl? is 
the only writer on tubal pregnancy who has described proliferation of 
the endothelium of the maternal vessels as being well marked. 
Mandl’s description is not convincing. There is not the slightest 
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doubt that proliferation of the endothelium of some of the maternal 
vessels does sometimes occur, as is seen in some of my sections, but 
what very slight proliferation there is is of no evident importance. 
In other words “ trophospongia,” as described by Hubrecht in the 
hedgehog, is not found in the human female. 


Clarence Webster’s account of the phagocytic action of the 
‘ trophoblast, published in 1895, comes very near the generally 
accepted view of to-day, which is based on more recent work. It 
seems to me that the German writers who have followed him have 
not given him sufficient credit for this part of his work, which, read 
in the light of later investigations, is one of the most interesting in 
his book. The explanation is probably that even in the original his 
meaning is somewhat obscure. He describes (1) proliferated endo- 
thelial cells, from the maternal vessels, proceeding outwards into the 
surrounding decidual tissue, and (2) proliferated foetal cells proceed- 
ing down to the maternal vessels. He calls the former cells “ tro- 
phospongia,” the latter “ trophoblast.” He says that previous writers 
have confused the two groups of cells, but does not explain how one 
is to avoid falling into this error, and apparently falls into it himself. 
Possibly the German translation of his book has not made this part of 
it any clearer. 


Webster's “ trophoblast” is not quite the same as the “ tropho- 
blast’ of to-day. The term is now applied to the original un- 
differentiated cell-mass which covers the whole surface of the early 
ovum, the chorionic ectoblast. He applied the term to only a special 
portion of this cell-mass, already differentiated into a ‘“ nucleated 
protoplasmic mass.” However, he himself considers it probable that 
this plasmodial character represents a degenerated condition of 
the cell-mass.” He says: “ Whether the plasmodial character of the 
protoplasm in my sections is the same in its first-formed condition, or 
whether it represents some degree of change, cannot be absolutely 
proved, though the probability is that it represents a degenerated 
condition of the cell-mass.” It has been left to later investigators of 
younger ova to show that the original cell mass is undifferentiated, 
and that what Webster called “ trophoblast” is a product of this 
cell-mass, as he thought probable. 


Kiihne points out that Webster's trophospongia, epithelial layer 
and decidual cells all have the same origin, viz., from the foetal 
ectoblast, but his idea of the trophoblast and its functions, not 
absolutely correct, but at any rate pointing in the right direction, 
seems to have been lost sight of, so much so that some German writers 
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are of the opinion that “ trophoblast,” as applied to the human ovum, 
is a term for which German authors are responsible. 

Webster described the phagocytic action of the trophoblasts as 
eating through “the decidual tissue between the surface and the 
nearest sinuses, the blood thereby being allowed to escape slowly into 
the spaces between the early villi.” He does not explain how the 
sinuses are opened. It is now known that the destructive action of 
the trophoblast goes farther than he thought, and opens the vessels 
themselves. 


Tur Causes or Anortion AND 


The cause of rupture was formerly considered to be the stretching 
which the wall of the tube underwent, either from the increase in size 
of the growing ovum, or from bleeding into the tube without free 
means of exit for the blood. The condition of tubal abortion was 
first fully described by Werth,* in 1888. He described a specimen in 
which the tube, which was not ruptured, contained a dead ovum. 
There had been intra-peritoneal bleeding from the tube. He re- 
marked that intra-peritoneal hemorrhage in tubal pregnancy had 
always been associated with rupture of the tube, and that such a 
condition as the one which he described, which he considered com- 
parable to uterine abortion, had hardly been taken into consideration. 
Very few other cases had been reported. 

Martin, in 1893 25 and 1895 2° described 16 cases of tubal abortion. 
In 14 the place of insertion was in the ampullary end of the tube. 
In many cases muscular contraction was out of the question, owing 
to extreme thinning of the muscle, and adhesions of the tube. The 
expulsion of the ovum in these cases, he considered, must have been 
brought about by bleeding alone. He described two varieties : — 

1. There may be great hemorrhage, in which case the ovum and 
the blood leave the tube together, by the ostium abdominale. This is 
less common than 

2. There is less amount of bleeding, between the tube-wall and 
the ovum. The bleeding stops on account of pressure. The ovum 
is usually destroyed. There may be several layers of clot, denoting 
repeated haemorrhages. 

He saw two cases in which both rupture and abortion occurred in 
the same tube. His explanation of these cases is that abortion 
occurred first, the abdominal ostium then became plugged by clot so 
that the increased pressure was sufficient to cause rupture. Abortion 
is more common than rupture. The latter only occurs when the 
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abdominal ostium is closed, or when the ovum is situated very deeply, 
e.g., in a “ hernia” of the mucous membrane. 

Orthmann,*? in 1894, pointed out that an unusual thinning or 
stretching of the tube-wall must take place before rupture can occur. 
That the growth of the ovum alone, in an otherwise normal tube, 
can exert such a strong stretching power as to lead to rupture is at 
least improbable, and advanced cases of pregnancy in which the 
ovum is still contained in the tube speak against this explanation of 
rupture. The cases where only a small part of the tube is concerned 
in forming the gestation sac, either on account of implantation of the 
ovum in a diverticulum, or of a very tortuous course of the tube with 
kinking, come under a different category. 

Leopold had described villi projecting into the tubal muscle, 
reaching right up to the peritoneum. Orthmann doubts that normal 
villi can have this power. That pathological villi may bore deep into 
the muscle is quite another matter, and a case was reported by 
v. Recklinghausen ** and Freund, in which villi, which had undergone 
“myxomatous degeneration’ had perforated the tube-wall. As a 
rule some extra pressure is needed to cause rupture of the tube, 
and this pressure is produced by bleeding, usually from a vessel, 
or vessels, in the placental site. If, when bleeding occurs, the 
resistance of the tube-wall is slight, rupture will be the result, if this 
resistance is great, abortion. Another resistance must be taken in 
account, viz., that which tends to prevent the blood from escaping 
by the ostium abdominale, ¢.g., atresia of the ostium or obstruction 
of the lumen. Rupture may be secondary to abortion, as Orthmann 
considers is proved in one of his specimens where great dilatation of 
the tube, eventually leading to rupture, took place behind an S-shaped 
bend in the tube. 

Rupture usually takes place at the placental site, because here is 
the source of the bleeding, and here the tube-wall has usually to with- 
stand the greatest pressure. If the blood can escape at the sides of 
the placental site rupture may be averted, at any rate for a time. 

Martin®® says: ‘“ The so-called tubal abortion has only this in 
common with uterine, that the emptying takes place by means of 
natural openings. The uterine ovum is expelled by uterine con- 
tractions, the tubal on account of bleeding into its place of insertion.” 
Orthmann *? contends that by “ abortion’ we understand simply a 
premature interruption of pregnancy. ‘The causes of tubal abortion 
are, as a rule, identical with those of uterine abortion. A really 
complete abortion is rare, though it may occur. The so-called com- 
plete abortions usually leave behind a fragment of placenta. 


| 


438 Journal of Obstetrics and Gynecology 


The incomplete abortions may be divided into two classes, viz., 
those in which the whole ovum, converted into a blood or fleshy-mole, 
remains in the tube, and those in which only the embryo escapes, the 
rest of the ovum remaining in the tube. The causes of tubal abortion 
are two in number : — 

1. Contraction of the tube. This must often be impossible, on 
account of either thinning of the tube-wall, presence of coagulated 
blood between the layers of muscle, or firm, general adhesions. This 
cause cannot have been active when there has been no expulsion of 
the ovum. 

2. Loosening of the attachments of the ovum by hemorrhage. 

Prochownick,?* in 1895, agrees with Orthmann that rupture is 
often, if not usually, secondary to abortion. 

Diihrssen,!° in 1897, considers that rupture frequently occurs after 
the death of the ovum. He divides the varieties of rupture thus :— 

1. Rupture with a living fetus, the rupture being caused by the 
progressive growth of the ovum. 

The other four occur after the death of the embryo. 

2. Bleeding into the foetal membranes, frequently causing such 
great increase of pressure as to produce rupture of the thinned wall 
of the tube. 

3. Free bleeding into the tube without means of exit, ¢.g., adhesion 
of ostium abdominale to the ovary. 

4. Bleeding between the decidua serotina and the ovum, with a 
strong reflexa. 

5. Overstretching of the pregnant part of the tube, brought about 
by contraction of the uterine end of the tube while the abdominal 

end is fixed by adhesions, 
Nos. 2 and 4 may occur with a patent ostium abdominale. 
Kihne,”° in 1899, considered that blood in the intervillous space 
was pathological, and, when it occurred, a cause of abortion. 
Aschoff,* in 1900, considers that small ruptures, caused by destruc- 
tion of the tube-wall by the growing villi, are common, but are 
often unnoticed, being concealed by blood clot, and later by fibrin 
and connective-tissue. He does not consider the presence of blood in 
the intervillous space to be pathological. He considers abortion to 
result from rupture of large vessels whose walls have been weakened 
by invasion of foetal cells. He points out that the vessels are larger 
and less well supported in the tube than in the uterus, there being no 
surrounding decidua. The rupture is caused by increase of blood- 
pressure, due, he thinks, in many cases to menstruation. Tearing 
of the pseudo-reflexa he considers another frequent cause of abortion. 
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All early ruptures are necessarily in the part of the tube-wall where 
the placenta is attached. Abortion and rupture are both due to the 
same thing, destruction of maternal tissues by the proliferating 
chorionic cells. 

Ulesko Stroganowa,*® in 1900, considers that the poor development 
of Nitabuch’s Fibrin is a cause of bleeding into the ovum. She 
points out also, as does Ashoff,‘ that rupture is much more common 
than most authors assert, small ruptures on the placental site, due to 
destructive action of villi, being often patched up by blood-clot. 
Large ruptures, she considers, due to stretching of the tube-wall, are 
usually outside the placental site. 

Heinsius,'® in 1901, considers that gradual rupture into the lumen 
of the tube, 2.c., abortion, may be prevented, for a time at least, by. 
layers of fibrin in just the same way as has been described by Aschoft 
and Ulesko Stroganowa, in “ concealed ruptures ” on the peritoneal 
surface. Whether rupture shall take place or abortion is determined 
by the direction in which is the most marked proliferation of fatal 
ectodermal cells, z.e., it depends on which wall is the more thinned, 
the partition-sheet or the wall of the tube. Usually, for rupture to be 
brought about, there must be a sudden increase of pressure, e¢.g., by 
opening a large vessel, which increases the size of an already existing 
opening in the tube-wall. Secondary rupture may occur in a tube in 
which abortion has already taken place. Contractions of still active 
muscle may lead to abortion by tearing through the connections of 
the ovum, or tearing the “ partition-sheet.” 

Krénig,!® in 1901, says that the latest researches show that the 
clearly drawn distinction of the text-books between abortion and 
rupture cannot be upheld. When bleeding occurs, the result, 
whether rupture shall occur, or abortion, depends on the amount of 
destruction of the tube-wall. 

In discussing the causes of rupture of the pregnant tube we must 
divide them into the causes of early ruptures, 7.e., up to about seven 
weeks, and those of later rupture. The cause of early rupture is 
chiefly the eroding action of the trophoblast. The trophoblast may 
bore through the deepest layer of muscle and through the peritoneum, 
thus directly causing rupture. If the intervillous space is not opened 
up the rupture may be patched up in the manner described by 
Aschoff* and Ulesko Stroganowa.*? 

If, however, the intervillous space be opened, bleeding occurs 
into the peritoneal cavity, or into the tissues of the broad ligament. 
It is probable that there may be first sub-peritoneal hemorrhage, the 
peritoneal covering of the tube not giving way until a sub-peritoneal 
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hematoma has been formed. Besides this direct method of rupture, 
the trophoblast may bring about rupture in a more indirect manner. 
As has been already said, and as Aschoff pointed out, the trophoblast 
meets with large vessels in the tube-wall, and in some cases, as can 
be seen in some of my sections, attacks the walls of these large vessels 
in just the same way as it does those of smaller vessels. (Fig. 8.) It 
the wall of one of these vessels gives way as the result of the destructive 
action of the trophoblast, the increase of pressure in the ovum-contain- 
ing cavity may rupture the external wall of the tube, which itself has 
been thinned by the same destructive process. This method would 
seem to explain those cases of tubal rupture in which an artery is 
seen spurting at the place of rupture. 

Mechanical causes, such as straining, examination, etc., may also 
rupture the tube, the wall of which has been thinned by the tropho- 
blast, either directly, or, by rupturing vessels whose walls have been 
weakened in the same way, indirectly. Whether among these 
mechanical causes we ought to number contraction of the tube itself 
it is impossible to say. The fact that early ruptures usually, if not 
always, involve the placental site, is evidence in favour of the view 
that these ruptures are brought about by the trophoblast. 

In later ruptures the mechanical causes alone can be considered. 
The trophoblast, normally, ceases to exist, or, at any rate, to destroy 
maternal tissues, after the 7th or 8th week, and there is no evidence 
that villi when once formed can exert any destructive action apart 
from trophoblast. But the tube-wall has been much thinned, and a 
further cause of thinning of the tube-wall is now present in the 
stretching due to the growth of the ovum. The mechanical causes 
can act now in the same way as before, rupturing the tube directly, 
or indirectly. 

When we come to consider the causes of tubal abortion it is 
impossible to separate them from those of rupture. If the tropho- 
blast breaks through the capsularis directly into the lumen of the 
tube, or the vessel walls which have been weakened by trophoblast 
give way and the resulting bleeding breaks through the capsularis, 
the result is abortion. The greater frequency of abortion is explained 
by the fact that the capsularis is much thinner originally than the 
tube-wall on the other side of the ovum. The frequent occurrence 
of incomplete abortion is easily explained, when one considers the 
depth at which some of the villi are situated. When the ovum is 
torn away from the tube-wall it is almost certain that some of these 
deeply situated villi will be left behind. 


The occurrence of rupture in a tube in which abortion has already 
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taken place must be explained thus :——Abortion first occurred, then, 
no means of exit for the blood being present on account of the 
abdominal ostium being either closed by adhesions or plugged by 
clot, the increased pressure in the tube is sufficient to cause rupture, 
usually at the placental site. 


CONCLUSIONS. 


1. Decidual formation in the tube does not occur in the early 
months of pregnancy, to an extent comparable to that in the uterus. 
In many tubes the formation of a compact layer of decidua is an- 
atomically impossible. 

2. The site of the ovum is outside the lumen, in the tubal muscle. 
It seems impossible to explain this deep site except as due to the 
eroding action of the trophoblast. 

3. The vessels are opened by the trophoblast. 

4. Rupture and abortion are mainly brought about by the destruc- 
tive action of the trophoblast. 
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THE EFFECTS OF VAPORISATION AS SHOWN 
BY A UTERUS REMOVED BY VAGINAL 
HYSTERECTOMY 14 DAYS AFTER THE 
OPERATION OF CURETTING AND STEAM- 
ING HAD BEEN PERFORMED. 


By G. F. BLACKER, M.D., F-R.C.S., F.R.C.P., Obstetric Physician, 
University College Hospital and Great Northern Central H ospital ; 
Teacher of Practical Midwifery, University College, London. 


THE specimen, a uterus removed by vaginal hysterectomy, 14 days 
after the operation of curetting and steaming had been performed, 
illustrates very well the effect of super-heated steam upon the mucous 
membrane and muscular tissue. The history of the case is shortly 
as follows : 

Miss H., aged 47, came to me on September 10th, 1902, com- 
plaining of increased loss at the monthly periods and a slight amount 
of inter-menstrual hemorrhage. This condition had been present for 
three to four months, and during this time the patient had been 
unwell every three weeks, the flow lasting a variable time from three 
to ten days, and as many as four dozen diapers being used at each 
period. Between the periods a slight show of blood occurred from 
time to time. There was, however, no continuous vaginal discharge 
either of mucus, pus or blood, and the inter-menstrual loss had not 
been more than slight in amount. For the past two months some 
pain had been present, mainly in the lower part of the abdomen. 
This pain, which never entirely ceased, was felt chiefly during the 
first two days of the period, and again severely two days after the 
cessation of the periods. 

The general health had remained good; the appetite was fair; 
there had been no appreciable loss of flesh and the bowels acted 
regularly. 

On vaginal examination the neck of the uterus was found to be 
healthy, the body a little enlarged, regular in outline, freely movable, 
and the appendages apparently normal. No polypus could be detected 
and the cervical canal was not unduly patulous. Exploration of the 
interior of the uterus was recommended, and if found necessary the 
performance of curettage. The patient was unwilling to consent to 
this at that time, and she was accordingly ordered a mixture of ergot 
and hydrastis canadensis. I did not see her again until the 4th 
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Sagittal Section of Uterus. 
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from Uterus. Showing 
numerous tubular glands and masses of cells of 
Tmalignant nature. 


111.—Section from upper part of uterine cavity. 
Shows layer of feebly staining structureless tissue 
infiltrated with leucocytes, containing a few spaces 
without epithelial lining, the remains of? glands, 
and remains of mucous membrane. 
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IV.-—Section through middle part of wall of 
uterine cavity. Shows entire destruction of whole 
of mucous membrane and of superficial layers of 
muscular tissue. Large vessels can be seen almost 
at the free edge of the section. 


V.-—Section through upper part of wall of cervical 
canal and lower part of cavity of uterus. Shows 
destruction of mucous membrane and an entire 
absence of glands and lining epithelium. 
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December, when she returned and told me that the last period had 
been very profuse indeed, the medicine taken having had no 
appreciable effect in lessening the amount lost. The inter-menstrual 
discharge of blood continued slight in amount, but was still as 
frequent as before, and the pain had become more marked and had 
spread to the right side of the abdomen. 

On December 10th, the cervix was dilated with Hegar’s dilators 
sufficiently to admit the finger, and the interior of the uterus explored. 
Nothing abnormal could be detected. The whole surface of the 
mucous membrane was carefully curetted and then steamed with 
super-heated steam, for 90 seconds. The temperature of the steam in 
the boiler was 120° C. when the steaming was commenced, and 110° C. 
at the end of the 90 seconds. The after progress of the case was 
uneventful. About the end of the first week there was a good deal 
of thin, blood-stained, watery discharge and some small sloughs came 
away. 

The scrapings which were very small in amount were sent to the 
Clinical Research Association, and the section was examined by Mr. 
Targett, Mr. T. W. P. Lawrence and myself. The report sent to us, 
signed by Mr. Targett, was as follows :—-* There is very little tissue 
in these curettings, and it consists of large glandular tubules like 
those of the cervical canal. In addition to the regular columnar 
epithelium there are many solid masses of cells which are undoubtedly 
malignant. They appear to take origin from the lining of the 
glandular tubules as in carcinoma.” Although neither Mr. Lawrence 
nor I were so certain of the malignant character of these masses of 
cells, yet in view of the doubtful nature of the case, and the fact that 
both the patient’s father and mother had died of carcinoma, I decided 
to remove the uterus. The operation of vaginal hysterectomy was 
performed on December 24th; the patient made a good recovery, and 
is at present, April 15th, very well. 

The description of the removed uterus is as follows :— 

Its length from the external os to the fundus is 9°3 ¢.m., its breadth 
5°6 em. and its antero-posterior measurement 3°8 Externally 
it presents a normal appearance. 

On making a sagittal section of the whole uterus the cavity is seen 
to present two distinct portions, an upper part 1°8 c.m. in length, 
which maintains its usual shape, and a lower part 6°2 c.m. in length 
in which the normal appearance has been entirely lost. 

In the upper part of the uterine cavity the internal surface iv 
smooth, and for the inner 3 m.m. of a reddish-grey appearance. There 
is no trace of mucous membrane to be seen on naked eye examination 
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In the lower part of the uterine cavity over an area measuring 6°2 c.m. 
by 1:1 c.m. there has been an extensive destruction of the tissues in- 
cluding not only the mucous membrane but also part of the muscular 
coat of the wall of the uterus. The surface is rough and granular 
in appearance, and has some fibrin adhering to it in places, but there 
is no evidence of new growth. The destruction of the tissues where it 
is most marked has extended to a depth of about 5 m.m. from the 
inner surface of the uterus. This area of destruction includes not 
only the lower part of the body of the uterus, but also the upper part 
of the cervical canal. The external os, except in so far as it has been 
damaged by the dilatation, is normal. 

On microscopical examination the following appearances were 
seen : — 

Section through the mucous membrane and uterine wall at the 
upper part of the cavity (at a in Fig. 1). The free surface of the 
section is here composed of a layer of tissue which appears to be 
structureless and does not stain with hematoxylin, it is infiltrated 
with a large number of leucocytes, and there are a few spaces in it 
devoid of any lining of epithelium which appear to represent the 
remains of the uterine glands. There is no trace of any epithelium 
upon the free surface. This layer of tissue appears to be the remains 
of the mucous membrane in a condition of necrosis. The muscular 
tissue beneath it stains somewhat imperfectly in its superficial part, 
but the deeper layers present a normal appearance. 

Section through uterine wall about the middle of the uterus (at 
B, Fig. 1). Entire destruction of the mucous membrane and of the 
superficial part of the muscular tissue has occurred. The free surface 
of the section presents a more or less ragged edge and is composed of 
muscular and fibrous tissue. For a considerable depth from the 
surface the tissues are infiltrated with leucocytes, stain badly with 
hematoxylin, and present appearances indicating the presence of 
necrotic changes. Large vessels can be seen to be present almost 
at the free edges of the section. The deeper layers of muscle present 
a normal appearance. 

Section through the upper part of the cervical canal (at y, Fig. 1). 
This section presents appearances practically identical with those 
seen in section No. 1, viz., a complete destruction of the mucous 
membrane, and an entire absence of glands and lining epithelium. 

From the naked-eye appearance and the examination of the 
microscopical specimens, it is evident that not only the whole of the 
mucous membrane of the body of the uterus and of the cervical canal 
has been destroyed by the action of the steam, but that a considerable 
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part of the muscular tissue has also been destroyed in that part of the 
cavity of the uterus occupied by the intra-uterine cannula. In order 
to avoid any risk of perforating the fundus of the uterus the end of 
the cannula is not introduced up to the fundus, and the 
large cavity present in the specimen extending up to a point 1°8 c.m. 
from the upper limit of the body of the uterus, no doubt represents 
the part of the uterus exposed to the cauterising effect of the hot 
intra-uterine metal tube, and the extensive destruction of tissue is 
due not only to the action of the steam, but also to the heat of the 
tube. The specimen illustrates the fact that by the use of super- 
heated steam it is possible to produce complete necrosis of the uterine 
mucous membrane, and that where the action of the steam is con- 
tinued for so long a period as 90 seconds, the destructive action of the 
heated metal tube must also be taken into account. By the use of 
this method, therefore, complete destruction of the uterine mucous 
membrane can be obtained almost with certainty. From the entire 
absence of any remains of the glandular or lining epithelium in the 
specimen, it is evident that no regeneration of a perfect mucous mem- 
brane could have taken place. 

The further examination of the uterus entirely fails to show any 
evidence of the presence of a carcinomatous growth. It is, however, 
possible that the destroyed tissues may have been the seat of early 
carcinomatous degeneration. 

In a paper upon “ Vaporisation of the Uterus,” published by me in 
the Journal of Obstetrics and Gynecology, vol. i., p. 494, the results 
produced upon the uterine tissues are discussed in detail, and it is 
shown that all degrees of change may be met with, varying from 
slight destruction of portions of the superficial layers of the lining 
epithelium to complete destruction of the whole of the mucous 
membrane and of the superficial layers of the muscular tissues. 

In cases where the entire mucous membrane has been destroyed, 
its place is usually taken by a layer of connective tissue containing 
no glands and covered by a single layer of cubical epithelium. 
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A CASE OF DOUBLE PREGNANCY IN A 
DOUBLE UTERUS.* 


By JOHN BENJAMIN HELLIER, M.D. (Lond.), Hon. Obstetric 
Physician, Leeds Infirmary; Lecturer on Diseases of Women and 
Children in the Yorkshire College of the Victoria University. 


Mrs. G., of Leeds, aged 34, was under the care of Mr. H. A. Beetham. 
She was a healthy woman and had had three previous normal labours, 
the last one three years ago. There was no reason to suspect any 
abnormality of the genital organs. She ceased to menstruate in the 
middle of May, 1902. During pregnancy the uterus was unusually 
large, and she complained of abdominal pain and swollen feet. Labour 
began January 28th, in the forenoon, and a living female child was 
born at 5-30 p.m., the head presenting. The placenta followed. On 
abdominal palpation the presence of a second child was recognised, 
but the uterus showed little tendency to expel it. At 11 p.m. Mr. 
Beetham administered chloroform, introduced his hand into the 
womb and found it empty. At 12 p.m. she was examined under 
chloroform by Dr. Hellier and Mr. Beetham. It was found that a 
second os uteri lay above and in front of and somewhat to the left 
of the other, the uterus being rotated on its long axis; a fatal head 
was just within touch. It was found possible to place the finger in 
the left os and the thumb in the right os, and to grasp the septum 
between. This seemed fleshy and thick at this time. 

By podalic version a living male child was delivered from the 
left side of the uterus; the placenta soon followed. It was now easy 
to palpate the double fundus of the uterus. There was no post-partum 
hemorrhage and the patient made an excellent recovery. The 
female foetus weighed 6} Ibs., the male 7 Ib. There was nothing to 
suggest that the two pregnancies were not of the same date. 

In this case there was no trace of a vaginal septum. The septum 
between the two halves of the uterus was complete, and at the time 
of the labour the two ora uteri appeared to open separately into the 
vagina. 

A month later the patient was examined again. Involution was 
well advanced. I quite expected to find a double portio-vaginalis 
cervicis, or at any rate a well-marked double os uteri. To my surprise 


* A paper read at the Meeting of the North of England Obstetrical and Gyne- 
cological Society, at Liverpool, February, 20th, 1903. 
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the vaginal condition was normal; the septum uteri being retracted 
within the os and commencing just within it, so that on a simple 
digital examination of the vagina the condition present might have 
easily escaped notice. The bifid fundus was obvious. The patient 
submitted somewhat reluctantly to examination, and a complete 
exploration under anesthetic was not then made. 

The facts of the case seem to be as follows:-—The uterus is 
bi-cornuate and has a complete septum reaching to the lowest part 
of the cervix. After three pregnancies in one side or other of the 
uterus, the two sides became pregnant simultaneously. When 
labour came on, the head on the right descended and dilated the 
cervix, and in so doing prevented the descent of the other head. The 
fact that the left cervical canal lay anterior to the right is a 
phenomenon which has been noticed before. See, for instance, a 
very similar case reported by H. M. Grace at the Obstetrical Society 
(Trans. Obst. Soc., Lond., Vol. iv., 1862, p. 138). The fact that the 
left side of the uterus did not at once expel the child after the other 
was born is also in accordance with other cases. Ross reports a case 
(Lancet, August 5th, 1871) in which a fetus of 5—6 months was 
delivered from one side of a double uterus, and fifteen weeks and 
two days afterwards a full foetus was born from the other side. 

Winckel says in his Lehrbuch that twin pregnancy in a double 
uterus is not so very uncommon, and he mentions several authors who 
have recorded cases. In this instance I was struck with the fact that 
the existence of the second cervical canal was much less self evident 
on first examination than one would have anticipated. It was high 
up, anterior to the other, and obscured by the folds of the lax vagina. 

The change which involution produced in the cervix was also 
striking. The double canal and the somewhat thick septum were so 
much in evidence after careful examination at the time of delivery, 
and yet a month later the septum was so retracted within the os 
externum, that the double nature of the uterus and cervical canal 
might easily have been overlooked on simple, digital, vaginal 
examination. 
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A CASE OF PRIMARY INFECTION OF THE 
PUERPERAL UTERUS BY DIPLOCOCCUS 
PNEUMONI4:.* 


By ALEXANDER G. R. FOULERTON, F.R.CS., Lecturer on 
Bacteriology to the Middlesex Hospital, and W. F. VICTOR 
BONNEY, M.S., M.D. (Lond.), F.R.C.S., Assistant Physician to 
the Chelsea Hospital for Women. 


In the course of an investigation into the bacteriology of cases of 
puerperal fever we have up to the present time met with only one in 
which an infection by the pneumococcus (Diplococcus pneumonie) 
has occurred ; and the literature relating to puerperal fever shows that 
such infection is of sufficiently rare occurrence to justify us in re- 
cording this case in the Transactions of the Society. 

A woman, aged 24 years, was seen in consultation on December 
10th, and the following history was given :--- 

The patient had been delivered of her first child ten days pre- 
viously, after a rather difficult labour in which the use of forceps 
was necessitated by a contracted pelvis. On the third day after 
delivery there was a sharp rise of temperature, which during the next 
seven days ranged between 103°F. and 105°F. Shortly after the 
onset of the fever it was noticed that the abdomen was tender towards 
its lower part. The patient vomited occasionally and rigors occurred. 
Vaginal douches and warm fomentations to the abdomen were 
ordered, but the circumstances of the patient were such that the 
treatment prescribed could not be carried out efficiently. 

When seen on the tenth day after delivery, the seventh day of 
the fever, the patient’s condition was as follows : — 

Her face was haggard and of sallow complexion; her mind was 
quite clear, and she spoke with a strong voice. The temperature was 
105°F.; the pulse rate was over 150; the respiratory rate was not 
markedly increased. The lower part of the abdomen was tender on 
palpation, and an indefinite fulness could be distinguished there, 
more marked and extending higher up on the right side. The 
lochial discharge was of a brown colour and offensive odour. A 
perineal laceration had been united by suture immediately after 
delivery, but the union had broken down and the perineum now 
presented a wound with swollen and everted edges, and a sloughing 
surface. There was a large sloughing laceration of the anterior lip 
of the cervix, extending into the anterior vaginal fornix. The outline 


*Read at a Meeting of the Obstetrical Society of London, April Ist, 1903. 
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of the uterus was obscured by a considerable pelvic effusion in which 
the organ was embedded and fixed. The effusion was of larger 
extent on the right side. An examination of the heart and lungs 
showed the absence of any signs of local disease. 

Under the circumstances it was decided to transfer the case to a 
hospital, and the patient was admitted into the Temperance Hospital 
where she came under the care of Dr. Addinsell; and we have to 
express our thanks to Dr. Addinsell for his kindness in supplying us 
with further details as to the history of the case and as to the findings 
at the examination made after death. The patient sank rapidly after 
admission into the Hospital, and died on December 14th, the fifteenth 
day after delivery. 


Autopsy. From Dr. Addinsell’s notes we gather the following 
particulars 

On opening the abdomen it was seen that there was some dis- 
tension of the intestines and a general injection of the peritoneal 
membrane. There was evidence of localised peritonitis, by which 
the contents of the pelvis and some coils of intestine in the right 
iliac region had been bound together by adhesions of recent forma- 
tion. There were collections of pus and turbid serous fluid between 
the adherent coils of intestine. The right broad ligament especially 
was thickened by effusion into its substance and extended as a 
swollen mass into the right iliac fossa. The uterus was in a condition 
of subinvolution, its walls were thickened and softened, and in the 
uterine cavity there was a small piece of placental tissue still adherent. 

There was a lacerated wound of the cervix. The kidneys were of 
normal appearance, the spleen was slightly enlarged and firm, the 
liver was pale and somewhat soft. The heart was of normal appear- 
ance; there was some blood-stained fluid in the right pleural sac, 
and some adhesions had formed in the left sac. The base of each 
lung was congested, but there was no sign of pneumonic consolidation. 

Bacteriological examination. When the patient was seen on Dec. 
10th, material for bacteriological examination was obtained from as 
high up the cervical canal as it was possible to pass a swab. We were 
not able in this case as in most of the other cases of puerperal fever 
which we have investigated, to pass the swab completely into the 
uterine cavity. 

The microscopic examination of cover-glass preparations from the 
swab, stained by Gram’s method, showed the following organisms : -— 

1. A number of diplococci with distinct capsules, which stained 


by Gram’s method and morphologically resembled Diplococcu: 
pneumonia. 
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2. Groups of Staphylococci which stained by Gram’s method. 

3. A bacillus which did not stain by Gram’s method, and which 
morphologically resembled the Bacillus coli communis subsequently 
isolated. 

The material on the swab was then rubbed up in peptone broth 
and the resulting emulsion was plated out. From the agar plates 
thus prepared three organisms corresponding with those recognised 
in the stained preparations were isolated. 

1. Diplococcus pneumonia. 

2. A staphylococcus corresponding in general character with 
S. pyogenes albus. 

3. Bacillus coli communis. A small quantity of the emulsion 
made from the swab was injected into the peritoneal sac of a mouse. 
The animal died in 18 hours after inoculation, and a pure culture 
of Diplococcus pneumonia was obtained from its peritoneal juice 
and from the heart blood. Three other mice received intra-peritoneal 
injections of 48 hours old cultures in broth of the organism isolated 
from the agar plates. In each case a dose of °25 c.c. of the broth 
culture was injected. Of these :--- 

Mouse wi. was obviously ill 24 hours after inoculation but 
recovered. The animal was killed on the fifth day, and culture tubes 
inoculated from the peritoneal juice and from the heart blood 
remained sterile. 

Mouse wi. died 18 hours after inoculation. A pure culture of 
Diplococcus pneumonie was obtained from the heart blood and peri- 
toneal juice. 

Mouse iv. This animal died five days after inoculation. In this 
case also pure cultures of Diplococcus pneumonia were obtained from 
the peritoneal juice and from the heavt blood. 

The bacteriological record of the case is incomplete, inasmuch as 
we had no opportunity of examining the peritoneal effusion found 
after death; but we think that there can be no reasonable doubt but 
that the case was primarily one of pneumococcic infection; the other 
organisms which we isolated, S. pyogenes albus and B. Coli com- 
munis, represented casual secondary infection. We regard the 
infection as a primary one of the genital passages, since neither 
during life nor after death was there any evidence of any preceding 
lung infection by Diplococcus pneumonia. 

In contrast with this case of primary infection of the 
genital passage by Diplococcus pneumonia we may mention another 
in which a bacteriological examination was recently made by one of 
us, and in which the presence of this organism in the uterus was 
clearly the result of a general infection following pneumonia. 
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The patient, a woman aged 31 years was admitted into the 
Middlesex Hospital with definite clinical symptoms of lobar 
pneumonia on October 6th, 1902. She was about 7} months pregnant, 
and on the second day of her illness premature labour occurred. 
She died on the eighth day of her illness, and at the examination 
made after death a lobar pneumonia of the right upper lobe was 
found. The uterus contained some brownish fluid which, when 
stained, showed a large number of organisms morphologically re- 
sembling Diplococcus pneumonie. Pure cultures of Diplococcus 
pneumonie were obtained from the lung affected, from the heart 
blood, from the spleen, from the fluid in the uterus, and from else- 
where. 

As we said at the commencement a primary infection of the 
puerperal uterus by Diplococcus pnewmonie appears to be an event 
of rare occurrence. Doyen appears to be the only author who has 
recorded the presence of Diplococcus pneumonia in the healthy 
vagina, and he only found it on one occasion; and this although the 
organism is a frequent parasite of other healthy mucous membranes. 

Weichselbaum* and Bar and Tissier? quote cases of primary 
infection of the genital passages during the puerperium, but the 
latter writers do not bring forward adequate proof of the nature of 
the infection in their cases, as the bacteriological diagnosis was 
formed merely on the examination of cover glass specimens prepared 
from the lochial discharges. 

Another condition in which a pneumococcic infection of the uterus 
may occur is that recorded by Colin® In this case severe 
metrorrhagia came on some three months after an abortion. On the 
eighth day after the commencement of the hemorrhage the patient 
came into hospital and the uterus was found to be enlarged and 
tender. Symptoms of meningitis followed and the patient died. 

At the autopsy there were found suppurative endometritis with 
retention of placental tissue, together with endocarditis, suppurative 
meningitis and softening infarcts in the spleen. From all the lesions 
cultures of Diplococcus pneumonia were obtained. 

Finally several writers claim to have identified Diplococcus 
pneumonie in cases of salpingitis either following childbirth or when 
secondary to a vaginitis. 

Thus Witte claims to have identified the organisms in four out 
of 39 cases of salpingitis examined. Hartmann and Morax detected 
them in two out of 33 cases examined, and Zweifel, Trommel and 
Wertheim, have each recorded a single case of the sort. 

1. Wien. Klin. Wochenschrift, No. 28, 1888. 


2. Sérotherapie dans l’infection | ae TL Obstétrique, pp. 97-204, 1896. 
3. Miinchener Medicinische Wochenschrift, p. 1338, 1899. 
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OBSTETRICAL PARALYSIS. 


By WILLIAM THORBURN, F.R.C.S. 
Honorary Surgeon, Manchester Royal Infirmary. 


Tuer paralysis arising from injury to the brachial plexus at the time 
of birth was first described by Duchenne, in 1872, but for many years 
the condition attracted little attention, so that in 1886 the writer was 
able to find but five papers bearing upon it. Since that date many 
more cases have been reported, and quite recently the whole subject 
has been cleared up by the operative treatment of Kennedy and the 
post-mortem examination of Eversmann. 

At the time of birth the brachial plexus may be injured either by 
the pressure of broken or dislocated bones about the shoulder or by 
uncomplicated tearing or crushing of the nerves. The first group of 
cases—those in which nerve injury is secondary to skeletal injury— 
vary much in their nature and will usually be readily recognised, 
while their treatment is in the first instance the treatment of the 
fracture or dislocation and subsequently falls into line with that of 
the uncomplicated cases. Such cases, however, do not fall within the 
category of Duchenne’s “ obstetrical paralysis ” and will not now be 
further considered. 

Obstetrical paralysis as described by Duchenne (Traité de 
PElectrisation Localisée, Kd. 1872), is identical with Erb’s paralysis 
of the adult and involves the fifth and sixth cervical nerves only. 
A rarer form is also met with, described by Seligmuller Deutsches 
Archiv. fur klin. Medicin., vol. xx., 1877) and by the writer (edical 
Chronicle, March, 1886), in which the entire plexus is injured. 

In the first or common form—+the Erb-Duchenne type—we have 
paralysis with loss of Faradic reaction, and subsequently atrophy of 
the biceps, brachialis anticus, deltoid, long and short supinators, 
teres minor and supra- and infra- spinati, a group of symptoms 
capable of production by injury at the junction of the 5th and 6th 
cervical roots to form the upper cord of the plexus. In such cases 
the shoulder is flaccid and rotated inwards, the forearm is extended, 
and the hand lies prone. In the second or complete form the whole 
of the upper limb is paralysed and flaccid, while we find retraction of 
the eyeball and myosis upon the affected side from injury to the 
rami communicantes, which leave the last cervical and first dorsal 
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roots to join the cervical sympathetic, and thence to pass to the 
dilator iridis and muscle of Miiller. 

Anesthesia is not often detected in these cases. In traumatic 
Erb’s paralysis of adults sensation is lost over the distribution of the 
5th and 6th roots on the outer side of the shoulder, arm and forearm, 
but recovery precedes recovery from paralysis, and thus sensory 
phenomena may be absent or ill-marked. In the infant anesthesia 
would readily escape observation, and even in paralysis of the entire 
plexus it may be difficult to ascertain whether it is or is not present. 

The cause of the condition has been much disputed. In adults 
Erb’s paralysis is often the result of forcible dragging upwards and 
backwards of the arm, as in cases in which it is caught by a revolving 
belt, or in which a falling man grasps at some projection so that his 
whole weight comes suddenly upon the limb. Ruptures of the whole 
plexus are in adults produced by similar injuries. Many other cases 
of Erb’s paralysis are, however, due to forcible depression of the 
shoulder, and it thus appears that the plexus can be injured by 
forcible traction either upwards or downwards. 


In the infant the earlier writers appear to have assumed that the 
injury was due to direct pressure upon the nerves; thus Danyau’s 
case, quoted by Duchenne, and the first to be recorded, was attributed 
to the pressure of a blade of the forceps in the posterior triangle of 
the neck, while Duchenne lays stress upon the pressure of the finger 
or a blunt hook in the axilla. Pressure in the neck is, however, in- 
competent to injure the lower roots of the plexus, while pressure in 
the axilla would not select for injury the fifth and sixth roots only. 
Kistner (Jiiller’s Handbuch der Geburtshilfe) again considers that 
uncomplicated obstetrical paralysis is much more rare than is sup- 
posed, and that in the majority of cases, there has been an un- 
discovered skeletal injury such as a fracture of the clavicle or a 
separation of the upper epiphysis of the humerus, and he regards the 
fractured ends of bones as the cause of injury. This view is negatived 
by the numerous observations of careful surgeons, by radiographic 
examination and by recent direct examination. Ross (Handbook of 
the Diseases of the Nervous System, p. 398) and others hold that 
Erb’s paralysis, and presumably therefore obstetrical paralysis, may 
be due to the clavicle being driven forcibly backwards so as to come 
into contact with the transverse processes of the cervical vertebra, 
or with the ribs, and thus compress the upper roots of the plexus, 
but this explanation is not applicable to tears of the entire plexus. 
A consideration of the obtainable evidence thus makes it very doubt- 
ful whether these injuries are ever the result of pressure by broken 
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or unbroken bones, and it points to traction as the essential cause of 
the injury. 

The appearance of Erb-Duchenne paralysis at the time of birth 
is not very common, the statistics quoted by Duval and Guillain (Les 
paralysies du Plevrus Brachial, Paris, 1901), showing that it may be 
expected about once in 2,000 births, and that in the vast majority of 
cases delivery has required some operative interference (Schoemaker, 
Zeitschr. f. Geburtsh. u. Gynik., Vol. xli., 1899, p. 33), while nearly 
one-half have been breech presentations. It is also found that in 
many cases the arm has been forcibly extended beside the after-coming 
head, or the arm has presented and been dragged upon. Eversmann 
(Archiv. f. Gynekologie, Berlin, 1903, p. 143), describes a case in 
which, after turning and breech delivery, the arms were extracted 
with much difficulty; on the right side the clavicle was fractured 
but there was no paralysis; on the left side was typical obstetrical 
paralysis of the Erb-Duchenne type. The child dying 2} months 
later without improvement in paralysis, a post-mortem examination 
revealed on the left side a hard, flat, cicatrix, about }—? c.m. in 
length and 4+ ¢.m. wide at the point of junction of the 5th and 6th 
roots, or the point in which neurological examination has always 
localised the lesion. He discusses several of the theories to which 
reference has been made, and then expresses agreement with Fieux 
(Annal. de Gynécol. et d’Obstétr., January, 1897, p. 52), Stélper 
(l/onatsschr. 7. Geburtsh. u. Gyndkol., Bd. xiv.), and others, that the 
essential cause of injury is lateral deflection of the head. If the 
latter present it may be forced down upon one shoulder, while if it 
follow the body vigorous lateral movements are often made by the 
obstetrician. In either case the head is bent down to one side and 
the opposite side of the neck is forcibly stretched. This lateral 
stretching will obviously bear most heavily upon the upper cords of 
the plexus, and will thus explain the selection for injury of its 
fifth and sixth roots. This view brings the causation of obstetrical 
paralysis of the Erb-Duchenne type into line with that of 
ruptures of the entire plexus and allows us to assign all cases to 
direct traction, the only difference between the infantile and the 
adult cases being that in the former the plexus is stretched by 
deflection of the head, whereas in the latter the impact is more 
commonly received upon the shoulder. 


The prognosis of injuries of the brachial plexus, whether obstetri- 
cal or otherwise, is unsatisfactory, and Bruns (Neurolog. Centralblatt, 
November 16th, 1902) has recently shown that of all cases of partial 
injury only 26 per cent. recover, whereas 66 per cent. of similar 
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injuries to single nerves below the plexus undergo spontaneous cure. 
The explanation of this unfavourable position is not very clear, but 
Bruns suggests that the stretching or other injury may to some 
extent involve the spinal cord itself. In complete tears it is certain 
that the plexus is liable to be torn away from the cord rather than to 
sustain mere rupture of its roots. On these grounds obstetrical 
paralysis ought always to receive a most guarded prognosis. On the 
other hand it is stated by Comby (J/aladies de VEnfance, vol. iv., 
p- 868) that cases following head presentation are more favourable 
than those following breech presentation, a view which is quite in 
accord with the obviously greater injury inflicted in the latter case. 

The treatment of obstetrical paralysis has until recently consisted 
solely in the use of warmth, massage, galvanism, and the like. In 
cases of paralysis of the Erb-Duchenne type arthrodesis at the elbow 
may be of service, but I am not aware that this measure, which I 
suggested in 1886, has actually been carried out. Within recent 
years a bolder line of action has, however, been adopted, surgical 
intervention being first attempted in adults. In a case of rupture of 
the plexus, due to attempted reduction of a dislocation of the humerus, 
Wallis (Trans. Clin. Soc., London, 1898), successfully resected a mass 
of nerve callus involving the roots of the plexus. Tuffier performed 
a similar operation in 1899 (Duval et Guillain loc. cit.) Two years 
previously, in a case of complete rupture of the plexus in a girl, the 
writer removed, with partial success, a mass of callus involving the 
entire plexus (Brit. Med. Journ., May 5th, 1900). Oppenheim 
(Lehrbuch der Nervenkrankheiten) quotes a case of Erb’s paralysis 
sutured by Lesser, and Kennedy (Glasgow Medical Journal, October, 
1900) also performed with success the operation of callus resection 
and secondary suture. Of primary suture of the plexus and its roots 
there are numerous cases. 

Kennedy (Brit. Med. Journ., February 7th, 1903) has now extended 
the operation to obstetrical paralysis, and reports three cases in all 
of which the cicatrix was situated at the junction of the 5th and 6th 
cervical nerves. The first operation was performed two months after 
birth, the second fourteen years after, and the third six months after, 
and Kennedy suggests two months as a reasonable period to wait for 
spontaneous recovery. The result in the first case was excellent, but 
at the date of publication of this paper there had not been sufficient 
time to judge of the remaining cases. 

On the evidence now before us it may, however, be safely assumed 
(1) that in the vast majority of cases of obstetrical paralysis the 
cicatrix will be found in an accessible position at the junction of the 
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5th and 6th roots; (2) that recovery without operation is highly 
doubtful and is certainly not to be expected unless marked improve- 
ment occurs within the first two or three months; (3) that if marked 
improvement does not occur within this period the plexus should be 
exposed; (4) that perineural cicatrices should be removed and the 
nerves resected unless they are free from internal callus; and (5) 
that the results of such operation are likely to be favourable. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


The function of the Corpus Luteum. 
Frarnken. Archiv. fiir Gyndk., 1903. Bd. 68, Ht. 2. 


Tue late Gustav Born held that the corpus luteum of pregnancy 
must, according to its structure and development, be a gland with an 
internal secretion, whose function was to further the implantation 
and development of the ovum in the uterus. This idea Born 
handed over to Fraenkel for proof or refutation. During his 
investigations the latter has come to regard the corpus luteum as a 
yet more important structure. He holds that during reproductive 
life it maintains the raised standard of uterine nutrition. Through- 
out these years it keeps up the blood supply of the organ, and the 
monthly hyperemia of menstruation, in addition to permitting the 
implantation and development of the ovum. In the absence of the 
corpus luteum atrophy of the uterus begins, and menstruation ceases ; 
the physiological and the pathological menopause are alike due 
to its absence. The “internal secretion of the ovary” is 
the secretion of the corpus luteum-—-a point of practical therapeutic 
importance. 

The writer mentions, as a possible argument against his view, 
the opinion of many that the lutein cells are derived from connective 
tissue—the theca interna of the Graafian follicle. This, he considers, 
has been finally controverted by the work of Lobotta, which proves 
indubitably that the lutein cells are derived from the membrana 
granulosa or follicle epithelium, the capillaries between the lutein 
cells being supplied by the theca interna. 

The following three points were investigated by experiment : — 

1. The influence of the ovary on implantation of the ovum. 

2. The influence of the ovary on further development of the ovum. 

3. Is this influence exercised by the whole ovary or the corpus 
luteum ? 

For the experiments, an animal is required in which we know the 
time of ovulation, of fertilisation, and of implantation of the ovum. 
In eight pages the writer shows that the female rabbit fulfils these 
requirements. Its follicles burst just after parturition; it permits 
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ciotus at the same time, this coitus is fruitful; spermatozoa reach the 
ovary three hours later; 70 hours later the ova have reached the 
uterus; from 4—7 days later the developing ova are implanted on the 
uterine mucosa. Fraenkel allowed numerous rabbits to copulate just 
after parturition. He removed the ovaries from 13 of them, one to 
six days later, and some time thereafter killed the rabbits, and found 
the uterus empty in each case. The removal of the ovaries had 
prevented the implantation of the ovum. In other instances castra- 
tion was done after the implantation of the ovum. In these animals 
the ovum underwent retrograde changes, but was not expelled from 
the uterus. 

In order to show that the corpus luteum and not the whole ovary 
is especially concerned in permitting pregnancy, the experiments 
were repeated, destroying all corpora lutea present in the ovaries 
with the galvano-cautery instead of excising the ovaries. The results 
were the same. It was found that at least one corpus luteum must 
be left in order that pregnancy may continue. 

Turning to human pathology, the writer suggests that the 
formation of vesicular moles is due to failure on the part of the 
corpus luteum of pregnancy. His evidence is drawn from the 
frequent discovery of double ovarian tumours in women with molar 
pregnancy. A number of cases are mentioned. Next he discusses 
the relationship between tubal pregnancy and cysts of the corpus 
luteum, holding that there is a causal and not merely an accidental 
connection between the two conditions. 


Turning to the corpus luteum of menstruation, the writer refers 
to the atrophy of the uterus which follows removal of the ovaries. 
Will removal of the corpus luteum alone cause atrophy of the 
uterus? In animals this is the case; for 14 days after burning out 
the corpora lutea in rabbits, the uterus was found to be very greatly 
atrophied, while the ovaries remained perfectly healthy. In the 
human subject menstruation affords an indication as to the blood 
supply of the uterus. The writer has attempted to modify it by 
burning out the corpora lutea of patients on whom laparotomy was 
being done in the presence of healthy sexual organs. This has been 
done nine times, and with one exception menstruation was deferred 
until another ovulation had occurred. 

The corpus luteum is a gland renewed every four weeks in 
women of reproductive age, and in animals at varying intervals. In 
cyclic mode it controls the nutrition of the uterus, prevents this 
organ from relapsing into its infantile or senile condition, and 
prepares its mucosa for the reception of the ovum. If the ovum be 


2 
i 
4 
4 
a 


Current Literature : Obstetrics 461 


fertilised the corpus luteum continues to exist and to maintain the 
heightened nutrition of the uterus during pregnancy. If the ovum 
be not fertilised the corpus luteum merely produces the hyperemia of 
menstruation and then degenerates. There is strictly but one corpus 
luteum, one ovarian gland, which regenerates itself periodically in 
slightly different situations, and controls uterine life from puberty 
to the menopause. Menstruation has its cause in the secretory 
activity of the corpus luteum, and not the pressure of the growing 
follicle on the ovarian nerves. For this secretory activity causes the 
monthly hyperemia which leads up to pregnancy or to menstruation. 

The writer next considers the corpus of menstruation in its 
pathological relations. Anomalous uterine bleeding may depend 
upon anomalies of the corpus luteum, which may also account for 
certain cases of sterility. Amenorrhea and uterine atrophy are 
considered from the same standpoint, lactation-atrophy being 
specially cited. 

From the therapeutic standpoint, Fraenkel compares dophorin or 
ovariin with tablets made from the dried and powdered corpora 
lutea of cows. If the corpus luteum is the ovarian gland there is no 
reason for using the whole ovary for purposes of organo-therapeutics. 
The material is easily obtained at any slaughter-house, for every 
fourth ovary contains a corpus as large as a walnut. Sixteen cases 
are detailed in which this substance “ lutein” was used instead of 
ovarian substance, the writer being satisfied with the results. When 
the ovaries are removed during pregnancy this substance should be 
given. This paper occupies over 100 pages, and its wealth of detail 
and observation cannot be suggested in abstract. 


W. FE. 


Simultaneous Extra and Intra-Uterine Pregnancy. 
REIFFERSCHIED (Karz). Zentralblatt fiir Gynik., March 21st, 1903. 


Hanna Curister Ninsson has collected 68 cases of the above, the 
earliest dating from the year 1761. The present case is taken from 
the Clinic in Bonn. ‘The patient was aged 26 years, and was 
admitted on November 4th, 1902, for violent abdominal pain. She 
married in March, 1900, and bore a full-term child in December of 
the same year. In August, 1902, she was in hospital for articular 
rheumatism, which was not due to gonorrhea. ‘The patient 
considered herself again pregnant in August, 1902. From this date 
onwards she had an uneasy feeling in the left of the pelvis, and for 
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three weeks before admission cramp-like pains were felt in this 
situation. On October 30th violent abdominal pain set in as the 
patient was taking a walk. She reached home with difficulty, and 
then became faint, and was put to bed. The pain did not yield to 
treatment by fomentation, and between November Ist and 4th two 
violent attacks occurred, but no further fainting. There was no 
hemorrhage per vaginam, and no dysuria nor dyschesia. On 
examination the pulse was regular, full, and beating 90 to the 
minute. The temperature was 37° C. There was colostrum in the 
breasts. The abdomen was distended and excessively tender to 
pressure above Poupart’s ligament on the left side. Percussion gave 
a tympanitic note everywhere. The vaginal mucous membrane was 
purple. The uterus corresponded in size to a three months’ 
gestation; it was anteflexed, and on its left was felt a tumour the size 
of a small fist. Its definite relation to the uterus was not made out, 
as the pain was too severe to persevere with the examination. The 
pouch of Douglas was empty. Laparotomy was performed on 
November 6th. The pelvic inlet was covered by omentum, which 
was adherent on the left side. On its removal a large blood-clot was 
seen lying in the pelvis and pushing up the bowel and the thickened, 
dark-blue, left tube. The uterus reached to beyond the inlet; it was 
soft and congested. After removing the clot an ovum the size of a 
walnut was found adherent to the descending colon. Its 
detachment was easy. After removal of the gravid tube no 
hemorrhage occurred. The abdomen was flushed out and the wound 
closed twenty minutes after the operation was commenced. 
Convalescence was uneventful. When the patient left the hospital, 
three weeks after the operation, the fundus was three fingers’ breadth 
above the pubes, and subsequently the uterine pregnancy ran a 
normal course. 

The tube removed was normal in thickness at the uterine end, 
but soon expanded to a diameter of 2} cm. A transverse section 
through the dilated portion showed the lumen to contain blood. The 
ostium was widened. A fresh corpus luteum was found in the left 
ovary. ‘The ovum was egg-shaped, and had chorionic villi attached 
to one-third of its surface. On section it was seen to have 
degenerated into a blood-mole. A small amniotic cavity lem. in 
diameter, contained an embryo which was nearly 1 em. long. From 
the size of the embryo it was inferred that the pregnancy had gone 
on in the tube up to the end of the first month. That the tubal 
pregnancy occurred after the uterus itself had become gravid the 
author considers as undoubted, and explains, further, that two ova 
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probably became impregnated about the same time, the first becoming 
attached to the endometrium, and the other finding attachment 
to the tubal mucosa. The ovum in the tube died at the end of the 
first month. It remained for one month in this position, and then 
at the end of the second month tubal contractions set in with the 
object of expelling the ovum. At this time the cramp-like pains 
started, which continued for three weeks. Finally, at the end of the 
third month, abortion of the mole and internal hemorrhage set in, 
this corresponding to the acute conditions noted between October 
30th and November 4th. . 

The writer finds three similar cases in those of O. H. Hermes and 
Mond, in all of which the uterine pregnancy was not disturbed by 
laparotomy. Reifferschied remarks that the diagnosis of coincident 
intra-uterine pregnancy in these cases cannot be absolute, as the 
uterus can hypertrophy to the size of a four months’ gestation as 
the result of pregnancy in the tube, but the possibility of its 
occurrence contra-indicates the passage of a sound. 


Curupert Lockyer. 


On the Resistance of Animals to Infection and Intoxication during 
Pregnancy and the puerperium. 


Bosst. Archiv. fiir Gynik, 1903. Bd. 68, Ht. 2. 


EXPERIMENTS have been made by the writer upon 79 rabbits and 
guinea-pigs with the object of ascertaining the relationship between 
pregnancy, and resistance against infection. The organisms used 
were B. coli, B. diphtheriz, B. proteus mirabilis, B. tuberculosis, 
B. pyocyaneus, pneumococcus, streptococcus pyogenes, staphylococcus 
pyogenes aureus and some mixtures of the above. A far greater 
number of acute infections occurred in pregnant than in non- 
pregnant animals. Death also more frequently followed in the 
pregnant. The farther had pregnancy advanced, the more weakened 
was the resistance to infection. B. diphtherize was an exception, as 
it was better resisted by pregnant than by non-pregnant animals. 

Organisms were frequently found in the placenta, in the liquor 
amnii and in the fetal blood. No difference was found between 
puerperal and normal animals as regards resistance to infection. 

It was remarked that in pregnant infected animals the tempera- 
ture rose on the average 1°5° C higher than in the non-pregnant. 
Abortion often followed the experiments. The toxin of B. diphtheria 
was injected instead of a culture in certain instances, and the 
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resistance of the pregnant animal to the intoxication was found to 
be raised just as was resistance against infection by the B. diphtherie. 

The writer concludes that in cases of pregnancy complicated by 
infective disease the pregnancy should be artificially interrupted as 
soon as possible, for the farther pregnancy advances the more the 
resistance of the patient against infective processes is lessened. The 
sacrifice of the child in such cases is only apparent, for, as 
shown by the experiments of the writer, abortion often follows 
infection of the mother, and the foetus is often infected through the 
placenta. 

W. E. Fornerci1t. 


On the Fever of Pregnancy. 
Prnarp (A.). Annales de Gynécol. et D’Obstét., March, 1903. 


Tue author remarks on the relatively large number of cases of 
pregnant women admitted into the Clinique Baudelocque during the 
course of a year who were in a febrile condition. Some were near full 
time, others in an earlier stage of pregnancy. The author discusses 
the possible causes of such rise of temperature during pregnancy, 
but from his observations concludes that, as such, the ficvre propre 
in pregnant women does not exist at all. ‘‘ Pregnancy fever” or 
fiévre gravidique was probably first described by John Burns, of 
Glasgow, in 1809. He recognised two forms, one which commenced 
with conception, but which though lasting was not serious; another 
began during pregnancy, often with severe symptoms and led 
to miscarriage or even ended fatally. This “fever” seems also to 
have been recognised by other obstetricians, such as Jacquémier, 
Tarnier and Budin. Vinay doubted its existence, and as time has 
gone on no author has been able to give any proof that such a “ fever” 
exists at all. In fact, Pinard states that to teach that such a 
condition exists is dangerous practice. At the same time, it must be 
insisted on, that all cases of pyrexia in pregnant women must be 
honestly and thoroughly investigated, since they have a definite 
pathological basis. In the older days such conditions as appendicitis, 
torsion of the pedicle of tumours (hemato-salpinx, hydro-salpinx, 
ovarian cysts), ovarian abscess, cholecystitis, etc., were unknown, all 
these being conditions which in pregnant women are associated with 
fever. An “essential fever” of pregnancy, however, can no more 
be recognised in the present day than a “ spontaneous peritonitis.” 


C. Hvusert Roserts. 
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The Fleshy Mole (Hematomole of Breus). 
Taussic. Archiv. fiir Gyndk., 19038. Bd. 68, Ht. 2. 


Tuts writer has made a detailed examination of eight examples of 
that variety of fleshy mole which has gained undue prominence in 
German literature since Breus in 1892 named it hematoma sub- 
choriale tuberosum der decidua. This mole has four distinguishing 
characters. It is retained in utero a long time; the small size of the 
embryo is out of proportion to the size of the ovum; this is out of 
proportion to the “duration of pregnancy’; there are polypoid or 
broad-based hematomata between the decidua and the chorion. 
Breus held that the membranes grow after the (primary) death of the 
embryo. A controversy raged for some time on this point. Finally 
Davidsohn explained the small size of the foetus relative to the whole 
ovum on the assumption that the cases in question are examples of 
early hydramnios, the death of the small fetus being followed by the 
absorption of liquor amnii, by the puckering of the large membranes, 
and by effusion of blood between the decidua and the puckered 
chorion. Berry Hart found in three cases, thrombosis of the decidual 
blood-vessels, and regarded this change as primary, the death of the 
embryo following the formation of the sub-chorionic hematomata. 
Taussig states that in five of his own cases the decidual vessels were 
unaltered, and he therefore considers that Berry Hart’s explanation 
will not meet all cases. is own detailed investigations result in a 
division of hematomoles into two groups-—those with broad-based, 
and those with polypoid hematomata. The difference depends upon 
the degree of placental formation reached. The absence of vessels in 
the chorion and the non-development of the fetal heart are not 
essential features of the hematomole, for foetal heart and chorionic 
vessels have been present in some examples. The decidua is some- 
times necrotic, sometimes well preserved, and in the latter case 
contains vessels which are normal and thrombosed. It is not possible 
to explain the mole formation as due to primary decidual changes. 
The syncytium shows traces of considerable growth after the death of 
the foetus, where there is fresh blood in contact with it. Langhans’ 
layer does not take part in this growth, and is often absent. Post- 
mortem new formation of chorionic villi is not proved to occur. In 
two cases there was edematous swelling of the connective tissue of 
the villi, recalling vesicular degeneration. The embryo shows internal 
and external malformations, but these are not constant, and cannot 
be regarded as the cause of its death at the second month. Its small 
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size relative to its stage of development is due to shrinkage after 
death. The writer’s theory of hematomole formation is as follows : 
“ After the death of the foetus (primary) there is an increase in the 
size of the membranes and quantity of liquor amnii (a secondary 
hydramnios). From unknown causes this post-mortem growth of the 
ovum stops, but it is still retained 7x utero. The amniotic fluid is 
then entirely absorbed. The membranes become folded, and some 
of the folds become filled with blood, and finally form broad-based or 
polypoid hematomata.” 
W. E. 


The Justifiability of Perforation of the Living Child. 
Hormerer (M.). Zeitsch. fiir Geburts. u. Gyndk. Bad. 48, It. 2. 


Tuts question has been frequently discussed of late years, and it 
cannot be denied that the great improvement in the results of 
Cesarean section and of symphysiotomy necessitates a reconsideration 
of the indications for the operation. Pinard in Paris, and Zweifel in 
Leipsig are of opinion that a due recognition of the child’s right 
to live gives the obstetrician alone, without reference to the mother 
and her connections, the right to decide by what means the parturient 
shall be delivered, whether by symphysiotomy or by Cesarean section. 
In every large midwifery clinic, cases in which a choice has to be 
made are met with from time to time, and it is necessary to examine 
the principles upon which this extremely important practical 
question must be decided. Hofmeier remarks at the outset on the 
difficulty of arriving at correct measurements of the pelvis in the 
living subject, and on the importance of estimating the size and 
hardness of the foetal skull, and its proportion to the size of the 
pelvis. Induction of labour should not be undertaken in pelves with 
a less conjugate than 8 cms., nor before the 36th week of pregnancy. 
In determining the justifiability of perforation of the living child 
at term the author is of opinion that this cannot be decided by 
statistics alone, but only by considering the principles which are 
derived from an experience of individual cases. In the first place, 
the external conditions are of importance; in women with marked 
pelvic contraction in whom the child is still of full vitality, if the 
patient can be placed in a well-appointed hospital or, generally 
speaking, under the most favourable hygienic conditions, it is not 
only the right but the duty of the medical attendant to deliver by 
Cesarean section in the interests of the child; but in cases where the 
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contraction is somewhat less marked, and where the other conditions 
are not present, the chances for the mother are much more doubtful, 
and it is impossible to reeommend her and her connections to submit 
to the increased risk of Cesarean section as compared with perfora- 
tion of the living child. The principle that there is only one art 
of midwifery, and not one for the clinic and one for home practice, 
cannot, by reason of the enormous difference in the conditions, be 
upheld. But even in the obstetric clinic, cases occasionally occur in 
which the only proper treatment consists in perforation of the living 
child, at least for those physicians whose practice it is in the medium 
degrees of pelvic contraction, especially in primipare, to wait and 
watch the action of the natural forces. In these cases it is difficult to 
know how long to wait, and in primipare the time for turning is some- 
times over, while yet delivery by the forceps is very dangerous to 
mother and child. Here symphysiotomy or Cesarean section entail 
too great a risk for the mother, and there only remains perforation. 
Neither the law nor our own conscience will justify us in performing 
symphysiotomy or Czesarean section under anesthesia in any case 
against the will, or even without the consent, of the patient. The 
question is no doubt simplified when during a long, expectant treat- 
ment of labour the child dies, but it is clear that when the condition 
of the mother urgently calls for delivery it is immaterial whether the 
child dies spontaneously or as a result of perforation. | Hofmeier 
concludes that even in the present advanced state of surgical 
midwifery, perforation of the living child in certain cases is still the 
most favourable method of delivery, both in private practice and in 
lying-in hospitals, and that we are not justified in replacing it by 
symphysiotomy or Cesarean section merely because of ethical and 
theoretical considerations of the child’s right to live. It is, however, 
to be desired that an exact and correct application of these two 
operations may reduce the necessity for perforation of the living 
child to a minimum, at least in lying-in hospitals. 


Tuomas WILSonN. 


The Condition of the Pelvis in Women on whom Symphysiotomy 
has been Performed. 


Bulletin de la Société D’Obstétrique de Paris, Feb. 19th, 1903. 


Tissier read notes of the after-histories of twenty women who had 
been delivered by symphysiotomy during the period 1898—190:3 
(Feb. 3rd). These cases were operated on at seven different hospitals. 
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Unly four out of the twenty escaped without some undesirable 
sequela, the remaining sixteen being all more or less damaged by the 
operation. One patient is a chronic invalid (5 years). Eight have 
suffered from phlebitis. Ten have had urinary troubles during 
months or years, incontinence of urine being the most common 
urinary affection. Asa rule it improves with time, but reappears on 
exertion or with a coughing effort. A number of women (number 
not stated) have difficulty in efforts of lifting, or in going upstairs. 


G. Drummonp Rosinson. 


Is Bossi’s Method a Real Advance in Obstetric Surgery. 
Diurssen. Archiv. fiir Gyndk., 1903. Bd. 68, Ht. 2. 


Tue author answers the above question at some length and in a 
decidedly negative sense. He considers that Bossi’s dilator affords 
neither a safe, satisfactory nor certain method of dilating the cervix. 
In most cases rapidity is not specially desirable. Where it is 
essential multiple incisions of the cervix afford a much better method 
of emptying the uterus. The writer in fact maintains that this 
proceeding, so strongly advised by himself, remains infinitely prefer- 
able to the newer one advocated by Bossi. 


W. E. 


Hysterectomy in Puerperal Septic Infection. 
Jewett (Cuaries). American Gynecology, Feb., 1903. 


JEWETT reviews the literature dealing with this question, and 
tabulates 116 operations collected from recorded cases and from 
private sources. Though such a list has many defects which impair 
its worth in estimating the value of hysterectomy in the different 
puerperal septic infections, such as the almost total neglect of 
bacteriological examination and the larger proportion of successes 
than failures which are recorded, a study of this material may throw 
some light on the present confused status of the operation. 

Of 116 operations, in 4 the result was not stated ; of the remainder, 
59 2.e., 52 per cent., were successful. In 25 cases in which no 
extra-uterine structures were involved, 19 7.e. 76 per cent., were 
saved. Of 12 patients in whom peritonitis of some degree was found 
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at operation, 2 i.e. 16°6 per cent., recovered. In 17 cases operated on 
within the first week after delivery, there were 64°7 per cent. of 
recoveries; 17 operations performed during the second week gave 
52°9 per cent. of successful results. In the third and later weeks 
collectively there were 66 per cent. of recoveries. 

While the total percentage of recoveries shown in the table means 
little for the prognosis of the operation, yet the large number of 
successes under most unfavourable conditions is significant. Nearly 
every instance in which the women survived must be counted a life 
saved by the operation. With few exceptions the prospect, as 
indicated by the clinical facts and the findings at operation, was 
manifestly hopeless but for the radical course adopted. Naturally 
the largest proportion of successes was obtained when the infection, 
was apparently limited to the uterus. No instance of recovery 
appears in which there was a clearly established diffuse peritonitis. 
The post-operative mortality was highest when the operation was 
done in the second week. Doubtless the largest proportion of deaths 
in the natural course of the disease falls in the second week. 
Apparently the best results were obtained after the most virulent 
stage of the septic process had passed, and at a time when the 
infection had in some instances become localised. No material 
difference appears in the results as between the abdominal and 
vaginal operation. 

The experience presented justifies the conclusion that, while 
hysterectomy is very seldom demanded in the treatment of puerperal 
septic infection, the operation cannot wholly be rejected. In rare 
instances it is clearly indicated. The most perplexing question is 
the precise location and extent of the infective process. This and 
other doubts may be solved by exploration of the pelvic contents 
through a small abdominal incision. Explorative section may some- 
times open the way to saving cases, which otherwise would be permitted 
to die. When the uterus proves to be the chief source of danger from 
causes not amenable to lesser measures, there can be no question 
about its partial or total ablation if the general condition of the 


woman permits. Other septic conditions in the pelvis may be dealt 
with as occasion requires. 


Joun S. Farrparrn. 
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Tuberculosis of the Placenta. 
Rence. Archiv. fiir Gyndk., 1903. Bd. 68, Ht. 2. 


A woman, aged 32, died in hospital. No history of her case was 
obtained. The autopsy revealed tubercular cavities in the lungs, 
with miliary tuberculosis in the lungs, under the endocardium, and in 
liver and kidneys. ‘There was also tubercular meningitis, and there 
were polypoid tubercles in the pulmonary veins, some of which were 
undergoing softening. 

The uterus was 14 em. long, 9 cm. broad and 8 em. thick. On its 
anterior and posterior surfaces there were small grey protuberances. 
The uterine wall, 14 to 2 cm. thick, was very vascular. Within the 
cavity was an ovum of four months’ growth. A loop of cord lay in 
the vagina. The placenta, 1—1} em. thick, occupied the anterior 
wall, and reached nearly to the os internum. There were small 
hemorrhages in the placenta, and a larger one between placenta and 
uterine wall in the lower part. Abortion must therefore have begun 
shortly before the death of the patient. The appendages were 
normal. Sections of the placenta were stained so as to show tubercle 
bacilli, and also in the ordinary manner. Tubercular granulation 
tissue was found surrounding chorionic villi, and in places breaking 
into their structure. Giant cells were observed within certain villi, 
also a few tubercle bacilli. Placental infarcts were numerous in 
almost all the sections. Tubercles were seen in the decidua serotina, 
but not in the vera or reflexa. These were composed of round cells 
surrounding patches of necrotic tissue, and contained very numerous 
typical tubercle bacilli. One situation of the tubercles was 
on the uterine side of the layer of Nitabuch, which was thickened 
over them and infiltrated with round cells. Another situation was 
the spongy layer of the decidua, and tubercles were also seen in the 
projections extending from the decidua towards the amniotic surface 
of the placenta. 


W. E. 


A Case of Purulent Meningitis in a New-born Child, 


Bovcuacovurt and Jeannrn. Bulletin de la Soc. D’Obstét. de Paris. 
Meeting of Feb. 19th, 1903. 


A PATIENT, aged 32 years, was admitted to hospital during her third 
pregnancy on account of extensive varicose veins, with varicose 
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ulceration of one leg. She was delivered normally after six 
hours’ labour, on January 21st, 1903. On January 23rd she had a 
rise of temperature, and passed through an attack of influenza, 
accompanied by some bronchitis. The temperature was normal on 
January 27th. Next day (28th) the temperature again rose, and 
there was lymphangitis in the neighbourhood of the varicose ulcer, 
and a number of small superficial abscesses formed, which burst 
spontaneously. The child did well until the eighth day; it was 
suckled by its mother. On the ninth day a small abscess formed in 
the neighbourhood of the right fronto-parietal suture, and burst 
spontaneously on the twelfth day. On this day a woman, who had 
been recently delivered, and who was supposed to be suffering from 
influenza, was admitted to the same ward, which only contained two 
beds. This patient had pneumonia, and her expectorations contained 
numerous pneumococci. On February 10th, when the child was 
17 days old its temperature rose, and convulsions occurred; these 
symptoms continued until death ensued on February 12th. 

The thoracic and abdominal organs were found healthy ; the surface 
of the brain was covered with creamy pus, and the brain substance was 
very soft. Corresponding to the cutaneous abscess was a hemorrhagic 
area in the brain, and around this area the blood-vessels were greatly 
dilated. The pus contained pneumococci in large numbers; there 
were also present the colon bacillus and some staphylococci-—some of 
the staphylococci were anerobic and gas-producing. 

The writers think that the most probable explanation of the case 
is that the wound produced by the superficial abscess on the child’s 
head was in some way infected with pneumococci from the sputum of 
the woman who was in the next bed. They think that the organisms 
associated with the pneumococcus in the cerebral pus may have found 
their way into the pus after the death of the child. 


G. Drtmmonp Rostrnson. 


Report (to the International Commission) on the Unification of 
Obstetrical Nomenclature. 


Pact Bar. L’Obstétrique, March, 1903. 


Tne proposal for a common nomenclature in obstetrics was made by 
Professor A. R. Simpson, of Edinburgh, at the London International 
Congress of 1881. A commission was appointed, and Professor 
Simpson read its report before the Washington Congress, which 
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adopted certain conclusions. On the ground that these findings had 
not been sufficiently made known Professor La Torre, of Rome, 
brought up the matter again before the Congress at Amsterdam, and 
the present report is the one presented to the commission appointed 
there. The findings of the Washington Congress are criticised in 
detail, and various modifications have been proposed by various 
members. The French school proposes to call the conjugata vera 
and the c. diagonalis by the names promonto-pubio-superior and 
inferior, adding a promonto-pubio minimum. The same school 
proposes that the occipito-frontal diameter of the foetal head be 
measured from the angle of the occipital bone and not from the 
protuberance. The nomenclature of the presentations and positions 
is criticised in various aspects. Dr. Bar’s own conclusions are 
generally in support of the Washington terminology, but he thinks 
that it is unnecessary to adopt Latin terms if corresponding terms in 
different languages have similar meanings. To get over the difficulty 
of the names of the oblique diameter he proposes that the left 
oblique of the French, or our right, be called simply the first oblique. 
All names should be based on anatomical relations and fixed points. 
In regard to presentations, he suggests that any part above the neck 
be a head presentation, any part below the level of the iliac crests be 
pelvic, and any part between these be called a trunk presentation. 


E. H. Lawrence OviPHant. 


GYNACOLOGY. 


A Case of True Hermaphroditism. 
Sarré. Deutsche Medicinische Wochenschrift, January 29, 1903. 


THE patient, who had been brought up as a boy, was 20 years of age. 
The breasts, especially the left, were well developed, and became 
swollen periodically. There was a regular discharge of blood 
every four weeks from the genitals, and at times of sexual excite- 
ment, roused by a person of female sex, there was a whitish mucous 
discharge. The general build was of female type, round head, long 
neck, long thorax, well-developed breasts, rounded abdomen and 
broad pelvis. The patient was anxious to be proved to be a man. 
Examination revealed a well-developed imperforate penis and lax 
genital folds, covered by hair, surrounding a small opening through 
which a medium-sized catheter could be passed into the bladder. 
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Per rectum, on the left side of the pelvis could be felt two bodies 
each the size of a pigeon’s egg, freely movable on one another; one 
was smooth, the other nodular. In the right side of the pelvis 
nothing definite could be felt, but in the right inguinal canal an 
ovoid body the size of a pigeon’s egg was found. An exploratory 
incision over the inguinal canal revealed a Fallopian tube which at 
its inner end became lost on the surface of the peritoneum. In 
connection with the tube was found a structure which appeared to 
be a parovarium. This body, the size of a pigeon’s egg, was yellowish 
in colour. Placed on it, like a cap, was a small whitish body half the 
size of a bean, which was thought to be the epididymis. A structure 
resembling the vas deferens was also found, and close by it a small 
nodular body the size of a pea. The tube was removed with the 
parovarium, and also small wedge-shaped portions of each of the 
three above-mentioned bodies. Microscopically the larger, lower 
sexual gland was found to be a testicle resembling in structure 
undescended testicles, with no spermatogenesis. The upper, smaller 
body was an ovary; the structure with the tube was a parovarium; 
the small nodular structure close to the vas deferens was an 
epididymis. 

Up to the present time only four cases of true hermaphrodi- 
tism have been recorded. Two of these Sarré considers to be 
very doubtful, the other two doubtful. One undoubted case 
was described by Ziegler, but not published. Spengel has 
recently shown that true hermaphroditism occurs in mammals, 
especially in pigs. Sarré considers that the two bodies, one smooth 
and the other nodular, found in the left side of the pelvis by rectal 
examination, were probably an ovary and a testis, but says that the 
question whether this case were one of unilateral or bilateral 
hermaphroditism must remain open, as the structures on the left side 
were not examined microscopically. A further account of this case 
will appear in Virchow’s Archives. 


Henry Russert ANDREWS. 


On a Mixed Tumour of the Uterus. 
Gesuarp (C.). Zeitsch. fiir Geburts. u. Gyndk. Bd. 46, Ht. 1. 


C. Grsuarp relates a case in which he removed a tumour that he 

describes as sarcoma and endothelioma, with fatty and cartilaginous 

tissue. The operation took place sixteen years after the menopause, 
33 
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in a patient of 56 years of age. Symptoms had existed for a few 
months only, and included watery vaginal discharge mixed with 
blood, colicky pains in the abdomen, and irritability of the bladder. 
The tumour was rounded in shape and the size of the first, and 
projected from the dilated external os; the exposed surface was 
sloughy looking; the consistence was that of a soft fibroid polypus. 
The growth was removed piecemeal, and five days later, after it had 
been examined microscopically, the uterus was removed through the 
vagina. The tumour proved to be an endothelioma, and contained 
various kinds of connective tissue, smooth muscle, fatty and cartila- 
ginous tissues. It was attached by a pedicle to the left tubal angle 
and fundus of the uterus. 

Gebhard refers to eight cases in which fatty tissue has been met 
with in uterine tumours. Several of these originated in the cervix. 
In the majority the tumours were well defined and interstitial in 
position, but occasionally they were polypoid. The published cases 
of uterine tumours that have contained cartilaginous tissue, have 
occurred mostly in the cervix, and this tissue is apparently much 
more frequently combined with malignant tumours, especially 
sarcoma, than is fatty tissue. 

Tuomas Wi1sox. 


Sarcomatous Growth in a Necrotic Fibroid Eleven Years aiter 
Castration. 


Scnavta. Zentralblatt fiir Gyndk., April 11th, 1903. 


Tue patient was first seen in December, 1891. She was then aged 
40 years. The symptoms were retention of urine, pain and vaginal 
discharge. The uterus reached to the umbilicus. Two separate 
tumours were felt; one, the size of a child’s head, arose from the 
posterior wall of the uterus; the other, of similar size, arose from the 
posterior lip of the cervix. Laparotomy was performed; the 
anaesthetic gave rise to trouble, and castration instead of hysterectomy 
was carried out (January 4th, 1892). In less than a year the 
corporeal fibroid had disappeared. In 1893 the cervical growth was 
the size of an orange. No operative interference was indicated until 
November, 1902, when the patient was again seen, after she had been 
losing blood freely for two weeks. On examination a friable mass 
was seen to protrude through the stretched capsule of the growth on 
the posterior cervical wall. This mass was curetted, and the scrapings 
revealed the presence of necrotic tissue, and in a more solid portion 


3 
4 
q 
q 


Current Literature: Gynecology 475 


sarcomatous changes were evident. The uterus was accordingly 
removed, and it was now found that this “‘ sarcomatous change ” was 
only to be seen in that part of the growth which presented towards 
the vagina. Schauta remarks that he had frequently assured the 
patient that the climacteric would safeguard her from further 
trouble. 

Curnpert Lock YER. 


Atypical Operations for Uterine Fibroids. 
Frevnp. Jiinchener Medicinische Wochenschrift, Jan. 27, 1903. 


AuttuovcH convinced of the excellence of enucleation in suitable 
cases, Freund usually performs supra-vaginal amputation of the 
uterus. He performs abdominal total extirpation only if certain 
exceptional indications are present, viz., obliteration of the vaginal 
portion of the cervix, deep burrowing of the tumour in the base of 
the broad ligament, or carcinoma of the cervix. Development of 
carcinoma in the cervical stump after amputation is rare. Danger 
of infection and of bleeding is certainly not greater after supra- 
vaginal amputation than after operation by other methods. A 
“typical” supra-vaginal amputation is hardly more dangerous than 
an ovariotomy. He describes three atypical operations : — 

1. An operation after which, although the greater part of the 
uterus is removed, the patient may still menstruate. Preservation of 
both ovaries does not always, according to Freund’s experience, 
secure the patient against the occurrence of the unpleasant 
symptoms which sometimes follow supra-vaginal amputation. When 
possible it is best to leave behind not only healthy ovarian tissue but 
also the supra-vaginal cervix or the lowest part of the body. Then 
menstruation may continue. In one case Freund operated for a 
fibroid which could not have been enucleated without great damage 
to the greater part of the fundus and body. He amputated the 
uterus, leaving the whole of the cervix, the lower part of the 
body and the appendages. He preserved as much endometrium 
as possible, closed the remaining uterine cavity with stitches, 
and sewed the appendages to the remainder of the uterus. The 
patient has menstruated regularly during the 2} years which 
have intervened since the operation. Such an operation Freund 
considers especially indicated in a neurotic woman in whom 
the artificial menopause may produce a train of unpleasant symptoms. 
Direct connection between the tube lumen and the uterine cavity is, 
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of course, unnecessary. The practical point to be learned from such 
an operation is—do not try to make the stump as small as possible 
when doing an abdominal hys’erectomy. Olshausen reports a case in 
which he removed the cervix containing a large fibroid, and left the 
unaffected body. Menstruation continued. 

2. Operative treatment in cases where uterine fibroids are 
complicated by carcinoma. In an old woman if the fibroid is large 
and the carcinoma inoperable, the fibroid may be disregarded from 
the point of view of palliative treatment. If, however, the patient 
be young, or the fibroid still growing, palliative treatment is useless 
on account of the greater blood supply. In such a case some 
operation, even if not radical, should be done. In one case Freund 
operated on a patient with free bleeding, and a good deal of 
inoffensive discharge. He found fibroids of the body and carcinoma 
of the cervical canal. The uterus was fixed, the carcinoma having 
spread into the left broad ligament and bladder. The vaginal portion 
was unaffected. Freund opened the abdomen and removed the body 
of the uterus with the appendages. He then with a knife cut out the 
carcinomatous cervix from above, leaving a shell of more or less 
unaffected tissue, and cleared out the left broad ligament with his 
finger. By this method he was able to remove far more of the growth 
than would have been possible by a sharp spoon and cautery. The 
patient got up on the 14th day. He thinks that this operation may 
be well worth doing in some cases of advanced carcinoma beginning 
in the cervical canal, with vaginal portion unaffected, whether 
fibroids are present or not. 

3. Operative treatment of uterine fibroids with inflammatory 
tumonrs of the appendages. A “typical” operation is impossible 
when the relations of the pelvic contents are much altered by 
inflammation of the tubes and ovaries, parametritis or perimetritis. 
Splitting of the uterus by a vertical incision as advocated by Howard 
Kelly, has been done lately in such cases. Freund does not employ 
this method when the uterus itself is free from new growth, 
preferring to leave the uterus as a fixed point for application of 
ligatures to the stumps left after removal of the appendages. If, 
however, the uterus itself must be removed he considers this method 
useful, but himself prefers a transverse incision. A catheter should 
be passed so that the upper limit of the bladder can be ascertained. 
An incision is made just above the bladder, and gradually and 
carefully extended backwards and laterally until the body of the 
uterus is separated from the cervix. The fingers or hand can then be 
passed into Douglas’ pouch below the body of the uterus. Freund 
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has used this method for six years, and considers it to be safer than 
any other. He has had no accidents, such as wounding the bladder, 
ureters or intestine, and has found that orientation is far more rapid 
when the uterus is thus divided transversely than when any other 
method of operating has been adopted. 

Henry Russert ANpDREWS. 


Sarcoma Botyroides Mucosa Cervicis Infantum. 


Burum. Archiv. fiir Gynik. Bd. 68, Heft 2. 


This report deals with a girl 11 years old, who began to 
lose drops of blood by the vagina in July, 1901. In April, 1902, some 
polypoid masses were removed from the vagina, and the girl was 
taken into hospital. A cervical polypoid growth was removed with 
the small uterus by vaginal hysterectomy, Schuchardt’s vaginal 
incision being employed. Sections of the growth showed it to be 
covered with cylindrical epithelium ; it also contained spaces lined by 
epithelium which represented the cervical glands. The bulk of the 
section consisted of pseudo-myxomatous tissue showing numerous 
small blood-vessels with hardly any wall. Peripherally there were 
round cells, spindle cells and mutinucleated giant cells. The writer 
devotes 20 pages to the description of this specimen, which is 
regarded as a sarcoma derived from the cervical mucosa. 


W. E. Foruercitt. 


Observations on the Glands in Seven Cases of Cancer of the 
Uterus. 


OENLECKER (Franz). Zeitsch. fiir Geburts. u. Gynik. Bd. 48, Ht. 2. 


OBSERVATIONS on the state of the lymphatic glands have recently 
become a matter of the highest importance as likely to help in 
deciding the burning question of abdominal and radical, versus 
vaginal removal of the cancerous uterus. Wertheim (Cent. fiir 
Gynidk., 1903, p. 105) in 140 cases of his abdominal radical operation 
found the glands infected by cancer in 35 per cent.; where the glands 
were involved the growth was usually far advanced, though some- 
times it was quite in an early stage; the parametrium was usually 
invaded, but in a few cases it was free from infiltration. The glands 
were invaded from their periphery inwards towards the centre. In 
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a further 30 per cent. of Wertheim’s cases the glands were enlarged 
by hyperplasia and infiltration, but were free from any cancerous 
deposit. 

Oehlecker gives the results of a laborious investigation into the 
state of the glands in seven of Olshausen’s patients who died after the 
performance of vaginal extirpation of the uterus for cancer. The 
cases were of moderate severity, and the uterus always freely 
movable, so that the outlook as regards recurrence would be, in 
general, considered favourable. In each case the glands were 
removed together with much of the fat and connective tissue, and 
after hardening, the tissue was divided into portions, and these all 
made into serial sections. The uteri were also examined in every 
case, so as to get as exact a knowledge as possible of the extent of the 
primary tumour, especially with reference’to the larger blood and 
lymphatic vessels as they coursed towards the parametrium. In 
every one of the seven cases the glands were more or less enlarged, 
but only in two cases, z.e., barely 30 per cent. were metastases present, 
and these were of microscopic size. The details of the examinations, 
as well as the inference drawn by the author from his researches, 


must be read in the original. 
THomas WILSON. 


On Metastasis by Inoculation, and Late Recurrence, after 
Operations for Carcinoma. 


OxsHavsEN (R.). Zeitsch. fiir Geburts. u. Gyndk. Bd. 48, Ht. 2. 


Ar the Berlin Surgical Congress Olshausen showed a patient from 
whom he had removed a large tumour of the abdominal wall, 21 years 
after an ovariotomy by Schréder. The tumour in each operation 
was malignant, and the case is interesting, both because of its 
resemblance to a metastasis by inoculation, and because it is a rare 
example of a late recurrence after extirpation of a malignant tumour. 
The author now relates further examples of these two phenomena. 
Five other cases of implantation metastasis in the abdominal wall 
are first related, four of them following the removal of malignant 
ovarian tumours. In the fifth case a cyst exactly resembling an 
ordinary ovarian cyst formed in the abdominal wall 17 years after a 
left-sided ovariotomy. These metastatic tumours in the wall of the 
abdomen have the peculiarity that they are usually found on one side 
only of the scar, which thus forms a limit to their right or left side, 
and it appears to the author that this relation is an evidence of 
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inoculation; the inoculation takes place in the border of the wound 
on one side, and the firm scar tissue forms a barrier to the extension 
of the growth. In all the cases the carcinoma extended to close 
under the skin, so that it was probable that the implantation took 
place in the subcutaneous tissue. Olshausen has also seen two cases 
of vaginal extirpation of the carcinomatous uterus, in each of which 
a recurrence far from the original seat of the disease took place in the 
course of the scar of a deep vagino-perineal incision. 

Three other cases of late recurrence after operations for cancer are 
related. In one patient double ovariotomy was performed for 
dermoid and sarcoma four years after vaginal extirpation of the 
uterus for carcinoma; after another 4} years there was a further 
operation for intra-peritoneal sarcoma. In a second case, seven 
years after the removal of the right ovary for a malignant tumour 
firmly adherent to the pelvic floor, the left ovary and the uterus were 
removed for cancer. In the third patient a cancerous nodule was 
removed from the vagina twelve years after the uterus had been 
removed through the vagina for malignant disease. Since Volkmann 
established the rule that most recurrences after cancer operations 
take place within two years, and that very few occur after the end 
of the third year, it has become usual to distinguish recurrences after 
the third year as late recurrences, and various considerable masses 
of statistics support Volkmann’s law for breast cancer. For cancer 
of the uterus, however, three years is too short, since many cases 
recur as late as four or five years after operation. It is therefore 
necessary to determine for each organ separately the time during 
which recurrence is probable. Some observers consider that late 
recurrences are not really recurrences at all, but examples of second 
primary new growths, but the fact that the larger number even of 
late recurrences takes place in the neighbourhood of the scar makes 
the former supposition the more probable. The cases of late implan- 
tation metastases prove that in some cases cancer may remain latent 
for many years. 

Tuomas WILSON. 


Unusual Situation of an Ovarian Tumour. 
Brivum. Archiv. fiir Gyndk., 1903. Bd. 68, Heft 2. 


Tuts case is from Czerny’s Clinique at Heidelberg. The first 
is that of a woman who was thought to have a “tumour of 
the kidney, apparently hydronephrosis.” Petersen operated by a 


4 
} 


480 Journal of Obstetrics and Gynecology 


lumbar incision, and cut down upon a tumour as large as the 
head without opening the peritoneum. A rib was resected, and the 
growth, which was mainly extra-peritoneal, was removed. The left 
ovary was absent, the right appendages were normal. The growth 
had no connection with the kidney it was largely necrotic, 
but in portions was seen to be a malignant neoplasm with a 
distinctly alveolar structure. The writer names it “sarcoma fuso- 
cellulare lmyphangiectodes,” and regards it as derived from an ovary 
which had never descended from the position of its developmental 
origin. 


W. E. Foruerci1t. 


Primary Cancer of Fallopian Tube; Removal of Appendages and 


Uterus; Obstruction from Stricture of Rectum Three Months 
Later. 


Danet. Journal des Sciences Médicales de Lille, March 14th, 1908. 
M. Danet, Director of the Laboratory of Pathological Anatomy of 
the Faculté libre de Médecine et de Pharmacie de Lille, adds another 
case of primary cancer of the Fallopian tube to medical literature. 
A woman, aged 47, was admitted last summer into hospital under the 
care of Professor Duret, for fibroid enlargement of the uterus with 
unusual symptoms. She had been married at 18, and pregnancy 
occurred twice, ending at term. The period had always been regular 
and moderate. Two years before admission she was laid up with 
pelvic inflammation. Professor Voituriez detected a mass in 
Douglas’s pouch which protruded into the rectum; a few days later it 
burst into the bowel, and the patient soon recovered. LHarly in 1902 
attacks of lumbar pain set in, with copious leucorrheal discharge. 
The uterus was fixed and a tender mass projected into Douglas’s 
pouch. Abdominal section was performed on July 16th. The right 
appendages formed a bulky mass adherent to all the adjacent pelvic 
structures; there was no evidence of any new growth in the bowel; 

the left tube and ovary were also detached with difficulty. The 
appendages being removed, supra-vaginal hysterectomy was then 

performed, as the uterus was as large as two fists and bore several 

ordinary fibro-myomatous masses. An abdomino-vaginal drain was 

established, and the patient speedily recovered. The left tube and 

ovary showed signs of chronic inflammation. The right tube formed 

a large body looking like a black-pudding coiled round the ovary. 
Masses of soft, pink papillomatous substance occupied the interior of 
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the tube; they did not reach the uterine end nor protrude from the 
abdominal ostium; there was evidence of infection of the outer end 
of the corresponding ovary. The growth had freely infiltrated the 
muscular coat of the tube; on microscopic examination it proved to 
be a true epithelioma. After many weeks of comfort but apparent 
deterioration of health, symptoms of intestinal obstruction set in, and 
the patient was re-admitted under M. Duret. On rectal exploration 
a firm annular stricture was found just above the lower third of the 
rectum. The mucous membrane was not ulcerated; indeed, it moved 
freely over the deposit in the rectal walls. The general health of the 
patient was bad. Inguinal colotomy was performed on October 10th. 
This gave relief for a few days, but death occurred on the 19th. No 
post-mortem examination was allowed. There was no evidence- of 
extension of the disease to the rectum at the operation, and no 
previous symptoms of any disorder of the lower bowel. 


ALBAN Doran. 


The Surgical Treatment of Salpingitis. 


Acavaviva and Rovre pe Bricnotes. Revue de Chirurgie, 
Jan., Feb., March, 1903. 


A PRELIMINARY chapter is devoted to a comprehensive historical 
review of the evolution of the surgical treatment of affections of the 
appendages. In 1886 Lawson Tait first practised removal of the 
Fallopian tubes for suppuration, and laid down definite indications 
for the operation. During the next few years laparotomy was 
extensively performed with considerable success. In 1891 Péan 
introduced the operation of vaginal hysterectomy for extensive 
bilateral disease, a procedure which has been strongly advocated in 
France by Segond and others. Lastly, in 1894—1896 abdominal 
hysterectomy was carried out, especially in America, and is now the 
operation largely practised, the culminating point in the develop- 
ment of the surgical treatment of inflammatory diseases of the 
appendages. Each operation is reviewed in detail, and its relative 
value and indications discussed. 

i. Vaginal Section. This is the simplest of all procedures, but is 
frequently only of temporary value. The pus cavities in the tube are 
often loculated, and hence difficult to evacuate and drain thoroughly. 
In a large proportion of cases a secondary and more radical operation 
is necessary after a more or less prolonged period of suffering. The 
authors are of opinion that a permanent cure is rarely attained by 
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simple incision, and they quote illustrative cases. The operation is, 
moreover, not entirely free from risk of severe hemorrhage, wound 
of the ureter, bladder, or intestine, and further, a secondary infection 
from the vagina is very apt to occur, tending to aggravate the 
pre-existing inflammatory disease in the pelvis. They regard the 
operation as merely a temporary measure, especially useful in acute 
cases. Monod, Henrotin and others have, however, published series 
of cases in which this operation, relatively safe and simple, has 
resulted in permanent cure. The authors do not discuss the removal 
of an unilateral pyo-salpinx per vaginam, an operation which gives 
excellent results, and is not difficult to carry out. 

ii. Sub-peritoneal laparotomy. In this procedure an attempt is 
made to reach the suppurating Fallopian tube without opening the 
general peritoneal cavity. A lateral incision is made above Poupart’s 
ligament and the parietal peritoneum carefully reflected. This is 
only suitable for very rare cases of unilateral suppuration, and cannot 
be considered as an operation practised at the present time. 

ili. Vaginal Hysterectomy. This operation for the treatment of 
suppurating appendages is based upon the fact that in all severe 
salpingitis the uterus is infected, either primarily or as a secondary 
result. This is not universally true. Still in the great majority of 
cases of suppurating bilateral disease of the appendages, the uterus is 
affected, and it is only logical to remove it, as otherwise it is a 
perpetual source of irritation or danger to the patient’s health and 
life. This operation has been extensively practised by Segond, 
Landau, Doyen and others, but has not hitherto been generally 
adopted in this country. One of the great advantages is the almost 
total absence of shock, and the complete drainage of the pelvic cavity 
obtained. Segond and others advocate this operation in all cases of 
extensive bilateral suppurative disease of the appendages. It is, 
however, often difficult before operation to decide the extent of the 
disease, and the uterus may hence be unnecessarily sacrificed. The 
possibility and the frequency of intestinal adhesions also renders 
great circumspection necessary in deciding upon the vaginal radical 
operation. There is also real danger of injuring the ureter, bladder, 
or coils of adherent bowel. The conclusions of the writers are that 
vaginal hysterectomy is contra-indicated in all cases of unilateral 
affections of the appendages, in tubercular disease, and if there is any 
reason to suspect concomitant disease of the vermiform appendix. 
If the utervs is found high up in the pelvis, and surrounded by 
dense adhesions to neighbouring organs, the abdominal operation 
should be preferred. The vaginal radical operation is reserved for 
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cases of extensive bilateral disease with pus formation, especially if 
the general condition of the patient is grave. In these cases it is of 
immense value, and can be carried out with a minimum amount of 
shock and danger of peritoneal infection. The technique adopted by 
Segond, Quenu, and Doyen is carefully described. 

iv. Odphoro-salpingectomy. The details of the various operations 
for removal of the ovaries and tubes are given, with notes of numerous 
illustrative cases. If the tubes contain pus, aspiration is advised to 
diminish tension. The result of peritoneal contamination by pus is 
very variable—the mortality of these cases is at least 10 per cent. 
(Delbet). Especial care should be taken by tamponade with gauze to 
protect the peritoneum from infection. If, however, this occurs, 
lavage with saline solution is strongly recommended. Hemorrhage 
may be troublesome in the removal of very adherent tubes. In some 
cases the ovarian arteries will not bear a ligature owing to degenera- 
tion of the walls. If bleeding occurs from a large surface and 
peritonisation is impossible gauze tampons should be used by the 
Mickulicz method; and this should be associated with incision of the 
cul-de-sac and drainage per vaginam. 

Great importance is attached to efficient drainage in all cases if 
hemorrhage, even slight, persists or if a single drop of pus has 
infected the peritoneal cavity, since its virulence cannot be estimated 
by any known method. Complete “ peritonisation ” should be carried 
out wherever this is possible. In some cases the peritoneum of the 
sigmoid flexure, or even the omentum, may be used to cover in the 
raw surfaces left after removal of the appendages. 

In many cases of tubal disease the ovaries are healthy, and it is 
advisable as far as consistent with safety to leave one or both ovaries 
entirely or partially, to avoid ulterior troubles due to ovarian 
insufficiency. In all operations on the right appendages the 
vermiform appendix should be carefully examined, and if it is 
diseased or likely to become adherent it should be removed without 
hesitation. 

v. Abdominal Hysterectomy. This operation for inflammatory 
disease of the appendages was first developed and practised in 
America by Polk, Kelly and others. They adopted the supra-vaginal 
method in all cases of extensive disease of the appendages in which 
the uterus was obviously infected, and also if in the course of removal 
of the appendages hemorrhage from the uterus was severe, or the 
uterus itself was injured. This operation has given excellent results. 
The cervix, however, has in some cases given rise to complications 
as a source of infection. Total abdominal hysterectomy has of late 
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gained many advocates, since the disease is thereby completely 
removed, and, further, very efficient drainage is provided. The 
technique of the operation as carried out by Kelly, Terrier, Faure 
and others is described in detail. It is often of great advantage to 
perform hemi-section of the uterus and remove each half with its 
appendage separately. Whatever procedure is adopted great care 
must be taken to arrange for drainage. Wherever possible the pelvic 
peritoneum should be completely closed and gauze drainage intro- 
duced through the vagina. If this is impossible abdomino-vaginal 
drainage may be necessary, though this is only required in the most 
severe cases. 

This important paper is mainly devoted to the clinical 
aspects and operative details of disease of the Fallopian tubes. Little 
mention is made of the conservative operations on the Fallopian tube 
or ovary. The views of the writers may be taken as representative 
of the French surgeons of to-day. A very complete bibliography is 


appended. 
ArnoLtp W. W. Lea. 


The Technique of Vaginal Hysterectomy in Cases of Pelvic 
Inflammation. 


Pryor (W. R.). American Gynecology, February, 1903. 


Tue author describes his method of operating, and tabulates 47 new 
cases, making, with 181 previously reported in American Medicine 
for April 27th, 1901, a total of 228, with only one death, or a 
mortality of 0°4 per cent. He includes in the list the cases of uterine 
fibroid operated on by the same method. 

The patient is placed in the lithotomy position on a table, the 
head of which can be lowered so as to obtain the benefits of the 
Trendelenburg position. Usually the posterior crescentic incision is 
first made, then the one anterior to the cervix. After the posterior 
cul-de-sac is opened a methodical examination of the pelvic contents 
is made. In cases where the posterior peritoneal pouch cannot be 
entered, the adnexa are examined through the anterior cul-de-sac, 
after the bladder has been separated from the uterus. After the 
posterior and anterior pouches of peritoneum have been opened 
the incisions are spread laterally, so as to make the rents in the 
peritoneum of equal size with the incisions in the vaginal skin. The 
next step is the hemisection of the uterus, which is an invariable, 
not an occasional, step in the operation. After, or even before 
the anterior peritoneal pouch has been opened, the operator splits the 
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anterior face of the cervix as high up as he can see it. This will 
usually be up to the line of peritoneal reflection. The cervix is then 
seized on each side of the apex of the cut and forcibly drawn down- 
wards and outwards, while the splitting iscarried upwards through the 
anterior wall of the uterus, until the cornua uteri appear beneath the 
anterior incision. The operator now runs his finger up behind the 
uterus, keeping in the middle line, until he can see or feel its tip 
above the fundus. Withdrawing the finger, a special retracting 
grooved director is passed up until it shows beneath the retractor in 
the anterior incision. The uterus is drawn forward by this director, 
and a curved bistoury, with its cutting edge along its convexity, 
introduced into the groove, and the uterus halved. By this means 
bilateral fixity is done away with, and the operator has now to deal 
with movable halves of the uterus, attached to which are the 
corresponding adnexa adherent to the broad ligaments or pelvic wall. 
Also the uterus, which up to this point has blocked the entrance to 
the pelvis, is no longer a hindrance. The right half is pushed up 
into the pelvis, and the left half is pulled out of the vulva, whilst the 
operator introduces his left hand up to the thumb into the vagina 
and is able to manipulate the higher adhesions perfectly. After the 
left tube and ovary are rendered so movable that they can be brought 
beneath the bladder and into the vagina, they are returned into the 
pelvis with the left half of the uterus, and the right half drawn down 
and its adnexa separated by the right hand introduced as was the 
left. The next step is the securing of the pedicles. One half of the 
uterus is pulled out of the vagina and its adnexa brought forward. 
The forefinger upon one side of the broad ligament and the middle 
finger upon the other, while the thumb powerfully doubles the uterus 
and holds the adnexa, converts the entire mass into a pedunculated 
one, and the forceps is applied from above downward. This forceps 
grasps the top of the broad ligament and the round ligament. It 
is locked and its handles removed. The tissues are cut to its ends and 
another forceps applied to the rest of the tissues, including the 
uterine artery, locked, and its handles removed. The uterus and 
adnexa are then cut away. The other half of the uterus and its 
adnexa are similarly treated. Folded strips of iodoform gauze are 
then inserted between the forceps, care being taken that the gauze 
extends above their tips, so that at no point does a forceps touch 
the soft parts, particularly intestine or bladder. A self-retaining 
catheter is introduced, and the sphincter ani dilated. The forceps 
are removed in 48 hours, and six hours later the bladder is washed 
out and the catheter removed. 
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The nine illustrations which accompany this paper make the 
details of this technique perfectly clear, while the remarkable results 
which Dr. Pryor has obtained prove the value of the method. 


Joun S. FarrBarrn. 


A Vaginal Cyst Removed during the Puerperium. 
Covvetamre. Annales de Gynéc. et 1’ Obstet., March, 1903. 


Tue author gives an account of a case under his care at the Clinique 
Baudelocque of vaginal cyst in a pregnant woman, zt. 35, which was 
removed five weeks after delivery. The tumour was first observed 
during her pregnancy, and was thought by the patient to be a falling 
of the womb. It was easily reducible by the finger on lying down, 
but prolapsed at the vulva when she assumed the erect position. 
On examination at the hospital, where she was admitted at full time, 
a small oval tumour, the size of a hen’s egg, was found protruding at 
the vulva. It was covered with the normal mucous membrane of the 
vagina, and was evidently cystic. Some fine vessels were observed 
running over its surface. It was attached near the right vaginal 
cul-de-sac posteriorly, by a broad pedicle the size of a five-franc 
piece. On rectal examination it was found that the tumour grew 
entirely from the vagina. It was decided to leave the tumour alone 
as it was not large enough to obstruct labour, and even if it did, 
puncture was all that was necessary. Delivery was normal, and the 
cyst gave rise to no trouble; in fact it appeared to be drawn up 
during the second stage, into the pelvis out of the way of the fetal 
head. The puerperal period was without incident. The patient 
returned for operation five weeks after delivery, and the cyst had then 
increased considerably in size. It was removed by dissection entire, 
after clamping the pedicle. The clamp was then removed and the 
vaginal wound sutured. There was considerable hemorrhage at the 
time. The patient left the hospital twelve days later quite well. 
The tumour proved to be a solitary vaginal cyst. It contained a 
clear fluid rich in fibrine, but without any cellular elements. 
Microscopical sections of the wall showed that it consisted from above 
downwards of (a) the stratified pavement epithelium of the vagina; 
(6) a sub-mucous layer of variable thickness, having very few 
papille ; (c) a musculo-vascular layer containing here and there large 
irregular cavities filled with blood; (d) the cyst wall proper. This 
consisted of a single layer of cylindrical epithelial cells with deeply 


q 


Current Literature: Gynecology 487 


stained nuclei. The calls seemed to be placed directly upon the 
musculo-vascular area (c);—in fact the cystic formation had occurred 
in this layer, probably due to an abnormal evolution of embryonic 
remains. Such cysts have no definite capsule, hence the difficulty . 
met with in dissecting them out from the surrounding vaginal 
structures. The author maintains that vaginal cysts are best 
removed when they are diagnosed, but that during pregnancy, if 
small, the removal should be deferred till after delivery. 


C. Huperr Roserts. 


On the So-called Caruncles of the Female Urethra. 
LANGE (M.). Zettsch. fiir Geburts. u. Gyndk. Bd. 48, Ht. 1. 


Carwncxe of the urethra is one of the most common and least under- 
stood of the affections peculiar to women. For long it was described 
as a form of new growth, but nowadays it is gradually becoming 
understood that the affection is nearly always inflammatory in 
origin. Lange carefully examined 1,000 consecutive female 
patients, and found in 58 of them caruncle of the urethra, which was 
removed and submitted to microscopic examination in every case. 
He found that three distinct types of growth can be distinguished, 
and that these appear to be about equally frequent. Nineteen of the 
58 growths are described as simple granulomata; these showed great 
and widespread infiltration with round cells, and a remarkable 
number of capillaries. The vessels were frequently found to be 
plugged with leucocytes, which is a sign of inflammatory origin. 
The gonococcus appears to be a frequent cause of this variety, but not 
of the other two varieties of caruncle. In a second group of 19 cases 
the growths are described as papillary angiomata, or more precisely 
as hyper-vascularised papillary mucous polypi. In these there is a 
thick stratified epithelial covering showing numerous papillary 
elevations, into which the connective tissue sends processes, simple 
or branched. The connective tissue is always fibrillary, and there is 
never diffuse round-celled infiltration. Very numerous blood-vessels 
are present; these are always normal in appearance, and are never 
plugged with leucocytes. The third group consisted of 20 cases of 
simple angioma, or more accurately, of telangiectatic mucous polypi. 
In these there are numerous thin-walled vessels like capillaries, but 
with their lumina notably and irregularly widened. These ectatic 
vessels are found in the midst of areas of connective tissue, free from 
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round cells, and often remarkably poor in nuclei. Occasionally the 
vessels are so large and so close together that the tissue almost 
appears cavernous. Hemorrhages are frequently observed in this 
variety, and cysts lined by a layer of low cubical cells are common. 
The epithelium is stratified and squamous, but shows no tendency to 
the formation of papille or buds. 

In 32, equal to 56°8 per cent. of Lange’s cases, no symptoms were 
present which could be ascribed to the caruncle. Where urinary 
symptoms were complained of Lange usually found complications; 
in five cases only were there urinary symptoms and no complications, 
and in three of these the pedicle was inserted more than an inch 
above the meatus. To this high insertion Lange refers the 
symptoms. Bleeding was observed in two cases only. The remark- 
able statement is made that the caruncle itself was not tender in any 
case; this must surely be an uncommon experience. With regard 
to the etiology none of the other cases were observed under the age 
of 20; this, he admits, however, to be possibly accidental, because in 
231 collected cases 21°2 per cent. occurred under 21 years. 
Granuloma especially occurs between 20 and 40; the papillary 
mucous polypus is generally found after 50, and the telangiectatic 
mucous polypus under 40. At middle age all three occur with equal 
frequency. It is suggested that the papillary variety may be due to 
the vulvar atrophy of old women, with gaping of the urethral orifice. 
The author appears somewhat uncertain as to the exact relations 
between the gonococcus and the vascular caruncle. 


Tuomas WILSon. 


A Ureteral Calculus Weighing 44 grammes. 
Jacoss (C.). Annales de Gynéc. et D’Obstét., February, 1903. 


Tue author reports an interesting case under his observation in 
which the calculus removed by operation from the left ureter weighed 
44 grammes (1} oz.). The patient was aged 44, and had suffered 
with pain in the left side of the pelvis since the age of 10 or 12. 
From time to time she suffered with severe “crises,” these being 
followed by the passage of purulent urine. After the attacks ceased, 
the urine returned to its normal condition. Of late, the crises had 
become so severe that the patient clamoured for relief by operation. 
Her general condition was good. The urine never contained blood. 
The attacks were rarely accompanied with any fever. There had 
never been any previous illnesses. The uterus was small and mobile, 
and the right side of the pelvis normal. High up in the left fornix 
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in the region of the ovary, a tumour the size of a Mandarin orange 
could be felt, smooth to the touch, not fixed. The tumour was hard, 
but quite insensitive. It appeared to occupy the base of the left 
broad ligament, closely connected with the tube and ovary of that 
side. It was at the time thought to be an ovarian abscess communi- 
cating with the bladder. Operation was decided on. The abdomen 
was opened, as the tumour could not have been reached by the 
vaginal route. The uterus and appendages were found to be quite 
normal. On the left side of the pelvis, and covered by the peritoneum 
of the left broad ligament, was a hard, elongated, regular, mobile 
swelling. It was situated 3—9 em. below the brim of the pelvis and 
5—6 cm. from the base of the bladder. The stony hardness of the 
tumour and its position, led to the diagnosis of a ureteral calculus. 
The peritoneum was incised over the swelling, and the dilated ureter 
exposed. It was somewhat adherent to the surrounding cellular © 
tissue. The ureter was next incised, and a large calculus displaced 
from its interior. A catheter was then passed upwards and down- 
wards through the wound, in order to demonstrate the patency of the 
ureter. No other stone could be discovered. There was no marked 
ulceration of the mucous membrane of the ureter, and although 
much thickened opposite the sac (4—5 mm.), the ureter above and 
below was not markedly dilated. The calculus appeared to fit 
loosely in the sac, and evidently only blocked the ureter from time to 
time. The left kidney did not appear enlarged or cystic. The calculus 
had a smooth surface, and was rounded at its lower extremity, its upper 
being irregular. It measured 7°5 cm. long, 4 em. in height, and was 
oval in shape. It weighed 44 grammes. On section the nucleus was 
regular, spherical, and about the size of a pea. Next came an 
irregular ramifying layer, and then a concentric stratification to 
within } cm. of its surface. Outside this again was a thick covering 
arranged radially. It consisted of urates and phosphates. After 
extraction of the calculus the ureteral walls were closed by fine silk 
including all the structures of the wall except the mucosa. A second 
layer was put in over these, and the pelvic peritoneum finally closed 
by sutures over the area of operation. The patient did very well. 
For two days the urine was blood-stained, but after this became 
normal. The patient left the hospital three weeks after the 
operation. She has since reported herself to be free from pain. It is 
probable that the stone had been impacted in the ureter for over 
30 years. The author refers to recent bibliography of ureteral 
calculus, and gives a short pathological reswmé of the subject. 


C. Husert Roserts. 
34 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, April Ist, 1903, Epwarp Mauins, M.D., President, in 
the Chair. 


Mr. Sampson Hanpiey read a paper on a 


Case of Hydrosalpinx of an Accessory Fallopian Tube, due to 
Twisting of the Pedicle. 


He considered it doubtful if the existence of hydrosalpinx of an accessory 
tube had been proved. The specimen now shown was conclusive in that it 
possessed a communication with the main tube, and, like ordinary hydro- 
salpinx, was a retention cyst. Kossmann had described under the name 
“ hydroparasalpinx ” certain small cysts possessing a muscular wall, which 
he found in the broad ligament in association with tubal rudiments. 
These cysts had no communication with the main Fallopian tube. 
Kossmann did not bring forward any conclusive proof for his view that 
these cysts were distended rudimentary tubes. For purposes of comparison 
the author described, from personal observation, the appearances seen in 
a section taken in the long diameter of an ordinary hydrosalpinx starting 
at the uterine end. The diameter was greatest, the thickness of the wall 
least, and the tissue most degenerate, at the ostial end. The epithelium 
first losing its cilia, became cubical, then flattened, and finally, at quite an 
early stage, disappeared altogether, except from the plice and in the 
subplical spaces. The plicse were very persistent structures, owing to their 
vascularity, and stained well, even when the wall from which they sprang 
was quite degenerate. After their disappearance the occurrence of 
subplical spaces, perhaps lined by flattened epithelium, might still show 
that the wall of the hydrosalpinx, although consisting of little but hyaline 
fibrous tissue, was a degenerate Fallopian tube. The hydrosalpinx of an 
accessory tube described to-night was No. 4582 in the Pathological Series 
of the R.C.S. Museum. It was described as “a thin-walled pyriform cyst, 
developed under the broad ligament at the point where it is reflected over 
the Fallopian tube.” The cyst was attached to the upper border of the 
tube, like a growing pear, by a very short twisted stalk. Its diameters 
were 2°2 cm. by 1°4 cm. Its wall thinned progressively from the attached 
to the distal end, concurrently with an increase of diameter. Internally 
it was marked by branching fibrous-looking bands standing out in relief. 
When the Fallopian tube was distended with air, the air escaped into the 
interior of the cyst. A microscopical section showed that the wall of the 
cyst was similar in structure to that of an ordinary hydrosalpinx. There 
was a well-marked muscular coat ; plicee and subplical lacune were seen. 
The tissues were degenerate towards the thin distal end. The cyst had 
therefore all the peculiarities of a hydrosalpinx. The history of the 
specimen was lost, but it was not devoid of clinical interest. A pyosalpinx 
of an accessory tube might lead to a fatal result. Pregnancy in an 
accessory tube had quite recently been recorded. It was therefore 
advisable to ligature and remove an accessory tube, if one was found. The 
presence of plicee and of subplical lacune in a cyst of the broad ligament 


i 
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had apparently not hitherto been described. The present communication 
was preliminary to one on the origin of broad ligament cysts, since the 
writer could bring forward evidence that many such cysts were derived from 
“rests” of the Fallopian tube. 


Mr. ALBAN Doran congratulated Mr. Handley on his judicious criticism 
of current ideas concerning the origin of new growths in the region of 
the broad ligament and Fallopian tube. Kossmann’s theory was of great 
importance; perhaps he was not strictly accurate when he implied that 
parovarian cysts and papillary cysts of the broad ligament all arose from 
tubal or Millerian elements, and not from relics of the mesonephron, but 
he was very possibly correct in ascribing the abundant free papillomata, 
which sometimes buried both broad ligaments, tubes and ovaries, to tubal 
elements. If that view were correct, it might account for the clinically 
innocent character of many cases of bulky free papillomata, notwithstand- 
ing formidable complications, which vanished when the growths were 
removed. The masses were hypertrophied tissue, rather than neoplasms. 
Mr. Doran removed a very heavy pair of such outgrowths, which nearly 
filled the abdomen, nine years ago, and the patient remained well. He 
asked Mr. Handley if it were really justifiable to amputate a tube and 
mesosalpinx solely because accessory ostia and tubes were detected. Mr. 
Doran admitted, however, that these little growths were probably more 
than pathological curiosities, so that it seemed prudent to close an 
accessory ostium by suture of the adjacent serous membrane, and to 
amputate accessory tubes. 

Dr. Herpert Spencer did not think that it had been proved that the 
specimen shown was an accessory tube; he thought it was more probably 
an “ Antrum tube ”—a saccular dilatation of the tube in the situation of 
the specimen shown described by Roederer in “Icones Uteri Humani 
Gravidi,’ and figured in Montgomery’s “Signs and Symptoms of 
Pregnancy.” The “antrum” was not mentioned in modern books; 
Roederer asked whether it was not produced by pregnancy; but Mont- 
gomery showed that this was not the case by finding it in unimpregnated 
uteri. He (Dr. Spencer) had found it in pregnant cases, but it was much 
more often absent. The “antrum” contained plice, and, of course, was 
of the same histological structure as the tube, so that Mr. Handley’s 
specimen could not be said to be a tube as a result of the histological 
evidence. It was pure hypothesis that the “accessory tube” had been 
closed by inflammation, and there was an absence of epithelium on the 
so-called fimbrize in the specimen. It was, however, well known that an 
accessory ostium with perfect fimbriz was not rarely met with in this 
situation, and he thought both the antrum and the accessory fimbriated 
ostium were due to some developmental peculiarity. But he thought they 
might ask Mr. Handley to produce a tube of approximately the shape of 
the normal “tube” before they spoke of an accessory tube; the sketches 
showed structures bearing a very remote resemblance to “ Fallopian tubes.” 
He would suggest that further investigation should be made into the 
subject of the “antrum tube ”—a suggestion first made by Roederer 
himself. 

Mr. Maco thought that Mr. Handley had proved that the cyst he 
described was a dilated accessory Fallopian tube. The fact that layers of 
peritoneum, muscle, fibrous tissue and debris representing mucous 
membrane were found in the wall of a cyst, which communicated with the 
tube, seemed quite conclusive evidence. Mr. Handley would strengthen his 
argument if he could show that some of the closed cysts, which seemed 
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similar to the one described, had also the various layers of tissue in their 
walls, which are formed in the Fallopian tube. The speaker was much 
interested in the description of the microscopic appearance of the wall of 
an ordinary hydrosalpinx. The condition suggested to him that in the 
normal tube towards the fimbriated end, the flow of its contents was 
probably towards the peritoneal cavity. The secretion of the tube (for it 
must have a secretion, or there could be no hydrosalpinx) and effete 
epithelial cells, cast off from the mucous surface, would, if near the free 
end, find an easier exit towards that end than towards the uterus. The 
readiness with which an extra-uterine foetation near the fimbriated 
extremity may be expelled into the peritoneal cavity was further evidence 
to the same effect. It followed that if any slight inflammation closed the 
fimbriated extremity of the tube the contents of the external portion, 
which were accustomed to flow outwards into the peritoneal cavity, would 
be able to escape only through the uterus, and if the muscular power were 
insufficient to propel the contents forwards a hydrosalpinx would develop. 
The condition described by Mr. Handley, with the thinner-walled part near 
the fimbriated extremity of the tube, would follow. 

Lieut.-Col. A. J. SrurNER sent a short paper on Four Cases of Ruptured 
ExtiaUterine Gestation Occurring in Two Women. In one instance the 
case was treated by abdominal section, and a satisfactory recovery was 
obtained. The comparative rarity of extra-uterine gestation occurring 
twice in the same subject was discussed, and the question of conservative 
treatment in dealing with tubal gestations was briefly reviewed. 

Mr. A. G. R. Fouterton and Dr. Victor Bonney read a short communi- 
cation on a case of Primary Infection of the Puerperal Uterus by Diplo- 
coccus Pneumonia. This communication appears on p. 450. 

The Presipent gave a brief description of two cases of a similar nature 
which had occurred in his practice. 


BRITISH GYNZCOLOGICAL SOCIETY. 
Meeting, Apri 23rd, 1903, Dr. Herwoop Smiru, President, in the Chair. 


Dr. INGuis Parsons exhibited a Peduncidated Uterine Fibromyoma, 
about the size of an orange, removed from a single woman, 23 years of age, 
on account of the great suffering to which it had given rise. It was, he 
said, unusual to meet with this form of tumour, and still more to find one 
pedunculated, at such an early age, but the patient’s statement on that 
point had been corroborated by her father. 

The specimen was discussed by the Presipent, Dr. Movin, 
Dr. Hersert Snow, Dr. C. H. F. Routh, Dr. H. Macnaucuton-Jongs, Dr. 
R. H. Hopeson and Dr. G. O. Hucuss. 

In connection with Mr. E. Stanmore BisHop’s paper on 


Prolapse of the Uterus, 
read at the December meeting, Dr. Freperick Epag read a note, con- 
cluding that as the whole visceral layer of the pelvic fascia was concerned 
in the support of the uterus and was elongated and attenuated in cases of 
prolapse, in this displacement a condition existed which could not be remedied 
by Mr. Bishop’s operation upon the sacro-uterine ligaments dealing with 
merely one portion of that fascia; in cases that could be dealt with by 
the vagina he recommended amputation of the cervix with double lateral 
colporrhaphy and vaginal fixation, and when an abdominal operation was 
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required supra-vaginal amputation and careful suture of the parts. The 
worst cases were perhaps best treated by complete rest and a carefully- 
applied support.—Dr. Inciis Parsons considered Mr. Bishop’s operation 
a perfectly scientific one, but that, as only eleven cases had been as yet 
done by it, the time had not come to decide upon its efficacy. It was, 
however, a much more serious operation than injecting the broad 
ligaments with quinine, by which, in the past six years, he had treated 
seventy cases, with very few failures, and he believed that this operation, 
which only took about three minutes, and could be done under gas, would 
be widely adopted because of its simplicity and safety. Replying to 
questions from Dr. Macnaucuroy-Jones and Dr. Snow, he said that the 
effusion of lymph which followed the injection was no doubt due to a 
plastic cellulitis, but there was no inflammation, nor, save in the most 
exceptional cases (1:30), any rise of temperature, because no toxine was 
introduced. He injected one dram of a solution containing 12 grs. of 
quinine in equal parts of distilled water and dilute sulphuric acid, into 
each broad ligament. Having passed a sound into the bladder and 
ascertained its position, if one ran the needle in at a point below a 
horizontal line through the external os, the patient being in the lithotomy 
position, half an inch or an inch below the uterus and a little outwards, 
the ureter and uterine artery were both out of the way.—Dr. G. O. Hucuss 
had found prolapse when not due to overweight of the uterus always 
associated with deficiency in the pelvic floor. It was therefore always 
desirable to remove any uterine tumour in such cases and to repair any 
injury to the pelvic floor—Mr. Stanmore Bisuor explained that owing to 
totally unforseen circumstances, he had been prevented from being present 
at the discussion of his paper. Of Dr. Inglis Parsons’s method, to which 
their attention had been more particularly directed that evening, he would 
like to have some experience before saying much ; after what he had heard 
he would certainly try it. A number of previous methods had been 
alluded to in the criticism upon his own operation, but upon examining 
those methods he found that they either depended on a union between 
the cervix and the posterior vaginal wall, and were not operations upon 
the utero-sacral ligaments at all, or they were attempts to suture 
ligaments still existing. His paper and his operation were limited to 
prolapse and procidentia in cases in which the utero-sacral ligaments had 
practically ceased to exist, were absolutely torn through or so atrophied as 
to be no longer available, and the discussion had only been confused by the 
mention of retroflexion. He denied that his operation was exceptionally 
severe, and, compared with many of the procedures brought forward as 
better, it had the great advantage of not leaving a married woman unfit 
for sexual life. With the patient in the Trendelenburg position and a 
good light, there was no difficulty in recognising the ureters, vessels or 
nerve trunks behind the peritoneum, and avoiding any danger of 
wounding them. Professors Birmingham and Dixon had shown that the 
utero-sacral ligaments were by no means horizontal as Dr. Edge supposed, 
but inclined at an angle of 45 degrees. He was convinced that operations 
for the relief of intractable prolapse should aim at the restoration of the 
normal condition rather than the substitution of one deformity for 
another, even though the latter was av improvement upon the former. 

A paper on /ntestinal Obstruction, an Uncommon Complication of a 
Ruptured Ectopic Gestation,” by Mr. F. Bowreman Jessert, in the un- 


avoidable absence of the author, was read for him by Dr. J. Hurcuinson 
SwANTON. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Ordinary Meeting, Sheffield, Friday, March 20th, 1903, Dr. J. E. GEMMELL, 
President, in the Chair. 


Dr. J. W. Martin (Sheffield) showed a case of Congenital Absence of the 
Left Breast. The patient was a married woman, aged 25 years, who 
underwent operation in the Jessop Hospital. She was the mother of one 
child, which was well formed in every respect. There was an entire 
absence of all traces of the left mamma; the left axilla was normal, and 
there were no misplaced nipples. The left hand and arm were smaller 
than those of the right side, the left hand being only two-thirds the size 
of the right, and the fingers proportionately shorter. The left lower 
extremity was normal. Lactation was fully performed by the right breast. 


SPECIMENS. 

Dr. Luoyp Roperts (Manchester) showed a Frbroma of the Right 
Fallopian Tube, removed from a woman aged 56 during the course of 
ovariotomy. The tube was incised, and the tumour enucleated, the wound 
being closed with fine silk sutures. Histologically, the structure was that 
of a typical fibroma. Dr. E. O. Crorr suggested that tubal moles might 
be dealt with after the plan pursued by Dr. Lloyd Roberts. The usual 
practice was to ligature and cut off the affected tube. Why should not the 
tube contract like the uterus does when it is emptied if the mole was 
removed through an incision? Dr. Luoyp Rosgrts, in his reply, remarked 
that he saw no reason why a tubal mole should not be removed through an 
incision made in the tube. 

Dr. E. O. Crorr (Leeds) showed three specimens of F7b70-myomatous 
Polym. 

1, A small cervical fibroid polypus removed from a married woman, 
aged 50. 

2. A large necrosing uterine fibroid polypus severed from its attach- 
ment by the écraseur, and delivered by forceps after obstetric fashion. 

3. An intra-uterine fibroid polypus treated by vaginal hysterectomy. 
Removal through the cervix had been impossible, even after the cervical 
wall had been slit up to the level of the internal os. The ovaries were left 
undisturbed. 

Dr. A. Donatp (Manchester) showed a Fibroid Uterus Removed by 
Intra-Peritoneal Hysterectomy from a single girl, aged 24. The operation 
was rendered imperative by prolonged and profuse hemorrhage, which had 
caused profound anemia. The tumour was about the size of an orange, 
and a large part of its periphery projected into the cavity of the uterus. 
The uterine appendages were removed along with the uterus. 

In the discussion on the specimens of Dr. Croft and Dr. Donald, Dr. 
Lioyp Roserts thought that the écraseur would be necessary from time 
to time, where the vagina was narrow or the tumour difficult to reach. He 
raised the question of how the appendages should be dealt with in 
hysterectomy, and asked what were the effects when the ovaries were 
removed along with the uterus? Dr. T. B. Griwspatz (Liverpool) always 
preserved the ovaries, and had no reason to regret doing so. He con- 
sidered they played some part in diminishing the after-effects of the 
operation. Dr. J. W. Martin (Sheffield) held that the state of the ovaries 
—normal or pathological—should be the guide in deciding the course to be 
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pursued. The question was of even wider interest than the after-effects 
of operation, because in some cases there was subsequent development of 
neoplasms. Dr. S. Bucky usually removed the ovaries if they were 
accessible. Dr. Donatp, in replying, said there was reason to believe that 
when the uterus was removed and the appendages preserved, the latter 
were liable to undergo cystic changes, and cited a case in support of this. 
At the first operation the ovaries appeared normal, but a few weeks later 
laparotomy was necessary for the removal of an ovarian cyst. He did 
not consider that the after-effects, in the way of discomfort to the patient, 
were any more marked when the appendages were removed than when they 
were preserved, and in his opinion, the more complete operation was 
neater, and left a cleaner pelvic floor. Ovaries left behind, even though 
they did not undergo cystic changes, were apt to become adherent to the 
cicatrix in the pelvis, and thus to cause pain and discomfort. The 
PresIDENT remarked that it was difficult to lay down a rule to remove the 
ovaries in all cases. Dr. Crorr said, in the course of his reply, that the 
inaccessibility of the polypus demanded the use of the écraseur, an 
instrument he rarely used. He preserved the ovaries because he had the 
strong conviction that the artificial menopause is much more troublesome 
than the natural one. 
Carp SPECIMENS 
were shown by Dr. R. Faveuu (Sheffield) : 


1. Ectopic Gestation: Sac and Fetus of 34 months. 
2. Multiple Fibro-Myomata of Uterus from woman aged 54. 


Dr. A. Donatp (Manchester) read notes of a case of 


Idiopathic Endometritis. 

Menorrhagia began at the age of 21, and got progressively worse. When 
32 years old the patient was admitted to St. Mary’s Hospital in 1891 with 
a seven months’ history of continuous red discharge. Examination 
revealed conical cervix, with pin-hole os and acute anteflexion. Microscopic 
examination of the scrapings removed by curetting showed numerous 
dilated gland spaces lined by a single layer of cubical epithelium. 
Curetting was necessary a few months later, after which there was 
comparative freedom from bleeding till April, 1896. Marriage in 1895 
was followed in the beginning of 1896 by three months’ amenorrhcea, 
terminating in continuous hemorrhage. Curetting brought away decidua! 
débris. Two months later curetting removed much glandular tissue. In 
the six years following this the discharge never stopped for more than 
16 days at atime. In 1902 curetting and atmocausis were tried, but the 
bleeding recurred in six weeks. Hysterectomy was therefore performed. 
The uterus was in a state of general fibrosis, somewhat enlarged and very 
hard. The case was exceptional in the symptom of excessive hemorrhage, 
but in other respects was typical of a class of cases not infrequently met 
with. 

The Presipent related a case very similar to the one detailed by 
Dr. Donald, and remarked that in the absence of marked pathological 
changes it was difficult to decide upon radical treatment. 

Dr. S. Buck.ey had a similar case under his care at the present time, 
on whom curetting had been performed six or seven times. He inquired if 
the bleeding in these cases could be due to functional disorder? 

Dr. A. W. W. Lea (Manchester) asked if the patient had a neuropathic 
temperament, and whether Dr. Donald was favourably impressed by 
atmocausis. 
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Dr. Luoyp Roserts was inclined to think that it might be well in such 
cases to boldly perform hysterectomy early in their history. 


Dr. T. B. Griwspate had also been obliged to remove the uterus in a 
similar case. He thought such patients were fortunate if they had 
bleeding, since the latter forced them to seek treatment. 


Dr. Donap replied that the woman was quiet and uncomplaining, and 
not possessed of the neuropathic temperament. He considered that Dr. 
Grimsdale’s remark was to the point ; the patient was lucky to have had her 
attention called to her condition by the continuous bleeding. In many 
similar cases haemorrhage was by no means the prominent feature, but, on 
the other hand, dysmenorrhea, dragging pains, and interference with the 
general health were often very marked. As to atmocausis, this was the 
only occasion on which he had tried it, and the results were not such as to 
encourage him in repeating what was, after all, a very uncertain and 
clumsy method of treatment. 


Dr. 8. Buck.ey (Manchester) related a case of 
Extra-Uterine Pregnancy with Attempted Abortion. 


A Polish Jewess, aged 23, had nine weeks’ amenorrhea four years after 
the birth of her youngest child. An attack of abdominal pain and 
vomiting then occurred, and six days later the patient came under Dr. 
Buckley’s care at the Northern Hospital. A diagnosis of ectopic pregnancy 
was made, with, probably, threatening abortion or extra-peritoneal 
hemorrhage. The patient having improved, operation was postponed for 
a time, but three weeks after admission sudden collapse occurred. The 
husband refused his permission to operate, but eventually gave it. A three 
months’ gestation sac was removed together with the left ovary and tube. 


The case was discussed by Drs. LLoyp Roperts and Dr. Crorr, and Dr, 
Buck ey replied. 


Dr. T. B. Grimspaz (Liverpool) read notes of a case of 
Primary Amenorrhea with Pyosalpinx. 


The patient was a well-developed girl of 22, who had never menstruated. 
Three years previously she had had bronchitis, but the chest was normal 
at the time of operation. The small uterus permitted the passage of the 
sound for 14 inches; it lay in the left half of the pelvis, and on its right, 
but distinct from it, was a hard rounded body of the size of an apricot. 
A developmental error was diagnosed, and the abdomen was opened. The 
left tube and ovary were normal, and both ovaries presented smooth 
surfaces like that of an olive. The right tube was adherent to the pelvic 
brim near the cecum, and its outer end was enlarged, and contained pus. 
Pus and tube were examined, but the investigation proved negative. The 
point of interest is the presence of a pyosalpinx without symptoms, and 
without any evidence as to its origin. The patient was a virgin, so that 
the more ordinary causes were out of the question. 


The case was discussed by the Presipenr, Dr. A. W. W. Lea, and Dr. 
DoNALD. 


Dr. GrimspaLg, in reply, said that the chest had been carefully 
examined by a physician, who had pronounced it to be practically normal. 
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GLASGOW OBSTETRICAL AND GYN-ECOLOGICAL SOCIETY. 
Meeting, March 25th, 1903, Dr. J. Nice. Srark, President, in the Chair. 


The Presivent (Dr. Stark) read a paper on 


Ovariotomy in a Patient suffering from Exophthalmic Goitre. 
In the case reported the symptoms of Graves’s disease were very well 
marked, and the tachycardia was excessive. Operation had to be resorted 
to. The therapeutic exhibition of thyroid had been detrimental. At the 
operation the tumour, which extended to the stomach, was _ partly 
gangrenous from twisting of its pedicle. The acute onset of the abdominal 
symptoms had coincided with the twisting of the pedicle. The tumour was 
removed after breaking down many adhesions. It was a multilocular 
ovarian. The patient was much relieved by the operation, but succumbed 
on the second day. The heart was then varying between 160 and 200 per 
minute. The speaker thought that the condition had really been 
aggravated by the administration of the thyroid, and he strongly advised 
that before operation on such cases the general condition should be 
improved. He recommended the administration of strychnia and perhaps 
digitalis some time before operation. 

The paper was remarked upon by Drs. Dovcias, Epcar and Apamson. 
Dr. Epcar reported four cases of 


Labour Obstruted by Tumours in the Pelvis. 

Case 1. There was a dermoid of both ovaries. The one which obstructed 
labour lay in Douglas’s pouch. It was pushed above the brim, and the 
child delivered with forceps. Both tumours were subsequently removed 
by abdominal section. Case 2. The tumour, which was cystic, was pushed 
out of the way and the child delivered with forceps. At a subsequent date 
the tumour of the ovary was removed and a part of the opposite ovary was 
resected on account of cystic disease. Case 3. Forceps had been applied 
and the child dragged through the pelvis, with the result that the tumour 
ruptured. It was a dermoid. On the third day there had been rise of 
temperature and vomiting. When seen by Dr. Edgar there was found a 
mass in the pouch of Douglas which fluctuated. The vaginal fornix was 
incised, the tumour, with masses of hair, was removed, and the cavity 
packed. Case 4. The obstruction was due to a myoma. There had been 
profuse antepartum hemorrhage. The child had passed the obstruction, 
but died later. The tumour was subsequently removed. In all these 
operations the pedicles had been grasped by the speaker’s special forceps 
(which were exhibited), while the tumour was then cut away. The vessels 
appearing in the pedicle were ligated individually. The general treat- 
ment of these conditions was referred to. Dr. Edgar thought that 
operation at the time was the best treatment if it could be carried out. 

The paper was discussed and cases instanced by Drs. Jarpinz, RussELt, 
Linpsay and the Presipent. Dr. Epcar replied. 

In the absence of Dr. Munro Kerr, Dr. Russeun gave a short outline of 
a Case where Labour had been Obstructed by a Myoma. Vaginal cceliotomy 
had been successfully performed. 
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GLASGOW OBSTETRICAL AND GYN.ZCOLOGICAL SOCIETY. 


Meeting, April 22nd, 1903, Dr. J. M. Munro Kerr, Vice-President, in the 
Chair. 


FRrEsH SPECIMEN. 

Dr. RussELu showed part of an Abdominal Tumour removed from a 
gurl xt. 19. Adhesions were very intimate, and the tumour had grown 
very rapidly. It had not been ascertained exactly where the pedicle arose 
from, but the tumour was sarcomatous. 

Dr. JarpiNe related the history and showed the 7umour removed from 
a woman, who was at the time five months pregnant. It was a cyst of the 
left ovary, and was adherent to surrounding organs. Recovery was 
delayed till the uterus was emptied after inducing abortion. The 
symptoms following the ovariotomy had been toxemic; the abdominal 
wound had given way under the stress of retching, but a secondary suture 
had resulted in union by first intention. There was no septic element 
about the case, though there had been high temperatures. The cessation of 
all dangerous symptoms after the induction of abortion had been most 
remarkable. The case had been very unfavourable, but the recovery after 
the induction of abortion was rapid. The case was discussed by Drs. Kzrr 
and Dr. Jarpine replied. 

Dr. BaLtrour Marsuatt then reported three interesting cases. 

1. A case of Precocious Pregnancy in a girl et. 13. Menstruation had 
not started. Dr. Marshall pointed out that this case showed that ovulatien 
went on apart from menstruation. The case was discussed by Drs. 
JARDINE, DouGLas and RUSSELL. 

2. A Ruptured Extra-Uterine Pregnancy Complicating a Twin Intra- 
Uterine Gestation. Photographs, taken by Dr. McIlroy, were shown, but 
the original specimen had gone astray after being sent to the Pathologist 
(Royal Infirmary) for report. Dr. Marshall detailed the history, which 
was typical. On admission to the Infirmary an enema had been given by 
way of preparation for operation. Acute symptoms set in immediately, 
and the condition of the patient became very alarming before the operation 
—undertaken hastily—could be carried out. ‘At the operation the abdomen 
was found filled with fluid blood, and bleeding was going on at the time. 
The sac was very adherent to the meso-sigmoid, and this fact was considered 
to have accounted for the accession of hemorrhage after the administra- 
tion of the enema. A primary rupture had taken place earlier, and had 
coincided with a previous attack of pain, faintness, etc. After removal of 
the tube and the sac, the oozing from the uterus could not be controlled, 
even by ligature of both ovarian and uterine arteries; so the uterus was 
rapidly removed, and the pelvis was packed with iodoform gauze. The 
patient unfortunately succumbed the following day, and at the post-mortem 
nothing to account for death, but the profound anemia was noted. The 
case was discussed by Drs. ARMsTROoNG, ADAMSon and Kerr. Dr. MarsHaLn 
replied. 

3. A case of /nertia during the first stage of Labour was related. The 
history of the former confinements was given; there was nothing remark- 
able about either except that the first child—a female—was still-born. The 
left ovary had been previously removed. The third delivery was the one 
under discussion. The membranes had ruptured early, and this event was 
followed by complete inertia without other symptom. The patient was 
carefully watched till the foetal heart gave evidence that it was time to 
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intervene on behalf of the child. The labour was concluded by dilating 
the cervix with Barnes’ bags and the application of the forceps. When the 
head was born a hypodermic injection of aseptic ergot was given. The 
uterus contracted well, and the placenta was expressed. There had been 
remarkably little blood lost. The patient was exhausted, but not alarmingly 
so. Dr. Marshall was preparing to leave when the condition of the patient 
became serious. She suddenly complained of a choking sensation, became 
very pallid, and the pulse was very rapid; she had the sensation of 
impending death. Various remedies were administered, but without effect, 
death taking place in about six and a half hours after delivery. The 
causes of sudden death after labour were enumerated, and the one 
considered to be active in this case was embolism. The other causes could 
be eliminated. Unfortunately no post-mortem had been sanctioned. The 
case gave rise to a considerable amount of discussion. Dr. MacLennan 
thought that the management of the case had been admirable, especially in 
regard to the delay till the condition of the child called for interference. 
The relations and friends, and indeed the patient herself, usually insisted on 
something being done, and very often suggested the assistance of another 
doctor. Dr. MarsHauu thought that the cause of death was more likely to 
have been thrombosis in the vena cava or auricles than embolism. Dr. 
Dovatas referred to the post-mortem cases where thrombosis had occurred, 
but in them he did not think that death had followed from this cause. He 
also thought that in this instance death had probably resulted from 
thrombosis. Dr. ApaMson asked about the difference of ante-mortem clot 
and post-mortem clotting. He said that it was generally understood that 
post-mortem clotting took place always after death from pneumonia, and 
that the clots were often differentiated by having the blood cells covered 
by a layer of clear coagulum. He also considered that the explanation 
adduced by Dr. Marshall was probable, and he further remarked that if 
thrombosis had been the cause of death it must have begun before labour, 
and might have accounted for the inertia. Dr. Kerr mentioned that one 
cause of sudden death after labour had not been referred to, and that was 
the entrance of air into the uterine sinuses. He did not think it likely in 
this case, even though a douche had been given, but he thought it should 
be borne in mind. He was of opinion that embolism had been the cause 
of death. Dr. MarsHatu replied. 
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REVIEWS OF RECENT BOOKS. 


BericHTe AUS DER ZweITeN GEBURTS-GYNAKOLOGISCHEN Kurnik IN WIEN 
(Reports from the 2nd Obstetric and Gynecological Clinic in 
Vienna). Vol. II. Edited by Chrobak. Vienna: Hélder, 1902. 


The present is the second volume of reports that has been issued from 
Chrobak’s Vienna Clinic, the first having appeared five years ago. It 
contains four papers on obstetric subjects, together with an introduction 
by Professor Chrobak, and a short account of the methods employed in the 
gynecological operations. The papers are not easy reading, but they 
contain a large amount of information, statistical and other. They show 
the methods and results of the practice in a lying-in hospital into which 
something like 3,000 cases a year are admitted, and are therefore well 
worthy of being read by all those who are in charge of obstetric clinics, 
and especially by those engaged in teaching. 

Chrobak opens the volume with a paper on “ Medical Education in 
Austria,” and refers, among other things, to the tendency to narrow 
specialism which is an unfortunate characteristic of the times. The bulk 
of this paper is of interest only to those living in Austria. 

The first of the reports is by Dr. Otto Liermberger, who gives an 
exhaustive account of the cases of craniotomy that have been performed in 
the clinic in the ten years ending December 31, 1899. The term 
craniotomy is used in the widest sense to include all operations involving 
diminution in the size of the foetal vertex, and the paper deals with 
232 such cases which occurred in 30,973 labours. The frequency of 
craniotomy was thus 1 in 133 labours, or 0°75 per cent. One thousand 
nine hundred and seventy-three of the labours occurred in women with 
contracted pelves—that is, with pelves having a conjugate diameter of 
93 centimetres or less, and craniotomy was performed in 7°4 per cent. of 
these cases. The proportion of women with contracted pelves has increased 
nearly three-fold in the latter half of the time under consideration, from 
3°2 per cent. in the first five years to 9 per cent. in the second. This 
increase is ascribed to the greater numbers of badly-nourished Viennese 
working women, and to the increase from year to year in the admissions 
of married women, among whom it is found that a large proportion have 
contracted pelves. 

The indications for craniotomy are considered under two divisions, 
according as the operation is performed in contracted or in normal pelves. 
In contracted pelvis the expectant treatment of labour is that practised in 
Chrobak’s clinic, and is justified by the experience that in severe degrees 
of contraction, even as low as 6°5 centimetres in the conjugate, a living 
full-term child may be delivered spontaneously or by version or forceps. 
Where this is found to be impossible perforation is indicated, and may 
have to be performed on the living or the dead child. The living child 
presenting by the vertex is only perforated when some urgent condition of 
danger to the mother—usually threatened rupture of the uterus—calls for 
rapid delivery, and when this cannot be effected without sacrificing the 
foetus. The dead child is perforated when the course of labour shows that 
spontaneous delivery is not to be expected without endangering the 
mother’s life or soft parts; wherever the condition of the patient admits, 
full dilatation of the cervix is awaited. The after-coming head is 
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perforated when the pelvis is so contracted that the head cannot be 
delivered undiminished, or where obstruction in the soft parts cannot 
be dealt with before the death of the child. 

Perforation of the living child is discussed at some length. The 
question here to consider is whether it would not have been possible to 
deliver a living child without injury to the mother, and this immediately 
resolves itself into two—viz., (a) would it not have been possible a priori 
to treat the labour otherwise, as by premature induction, Cesarean section 
or symphysiotomy, and (2) would it not have been possible, even after 
danger to the mother had arisen, to deliver a living child by some other 
method, such as turning, forceps, Cesarean section or symphysiotomy ? 
These questions come up for solution in normal pelvis only where there 
are conditions of the soft parts, such as tumours or cicatrices, obstructing 
delivery. Their chief importance therefore is in connection with 
contracted pelvis, and their solution is bound up with a consideration of 
the whole subject of the treatment of labour in these cases. In Chrobak’s 
clinic premature labour is hardly ever induced in primipare with 
contracted pelves, because in them comparison with previous labours, which 
is of the utmost importance as a guide, is wanting. In multipare with 
pelves having a conjugate diameter between 7 centimetres and 8} centi- 
metres labour is induced when a careful examination of the disproportion 
between the foetus and the pelvis, and the course of previous labours make 
it very improbable that a living child can be delivered at the end of 
pregnancy. As regards Cesarean section, it is admitted that modern 
improvements in the operation have rendered it much more safe, but it is 
still far too dangerous to justify its deliberate use in every pelvis of 
moderate contraction, say below 8 cm., in the conjugate. Moreover it is 
an indispensable condition that the consent of the mother and her 
connections shall be given, and this is frequently not obtainable, 
especially in the case of single women. Czsarean section does not 
therefore come into consideration in primipare who have a conjugate 
greater than 7cm. During labour, at the time when danger to the mother 
has arisen, the conditions are not favourable for abdominal section; the 
long duration of the labour, pressure on the soft parts, uterine exhaustion, 
frequent examinations, often decomposition of the liquor amnii, the 
presence of fever, are all reasons which sufficiently contra-indicate 
Cesarean section. The same reasoning applies equally to symphysiotomy, 
an operation that has only been carried out in this clinic five times, and 
then with very discouraging results. Version early in the course of labour 
only rarely comes into consideration in these cases, and then chiefly in the 
higher degrees of contraction. Version in the later stages of labour was 
only performed three times, in all without success, in the 72 cases in which 
perforation of the living child was afterwards necessary ; in the other cases 
turning was either contra-indicated by threatened rupture of the uterus, 
or impossible because of the immovability of the foetus. The high forceps 
operation is very seldom employed; the rule is to make one attempt at 
forceps delivery when the child is living, the soft parts are fully dilated 
or dilatable, and the vertex can be pressed at least into the brim of the 
pelvis. A few strong tractions, three to eight only, are employed, and 
when the vertex does not descend perforation is immediately performed. 
In the 72 cases forceps were tried 26 times; in the other 46 patients 
insufficient dilatation of the os, unfavourable engagement of the vertex, 
too great disproportion, hydro-cephalus (three cases), and prolapse of an 
arm together with an unfavourable head presentation, forbade the use of 
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the forceps. It thus appears that in Chrobak’s clinic expectant treatment 
is carried out in all cases of labour in contracted pelvis, apart from those 
in which premature labour is induced, and that perforation of the living 
child is only undertaken when the condition of the mother urgently calls 
for immediate delivery. 

In the 232 cases of craniotomy 18 mothers died—a mortality of 7°7 
per cent. Among the patients admitted in a presumably uninfected 
condition 19, 2.e., 8°18 per cent., suffered from puerperal fever, in five of 
the cases severe. Of the more severe lesions due to, or at least not 
prevented by, craniotomy there are enumerated one complete rupture of 
the perineum, 11 lacerations of the cervix, 6 more severe injuries of the 
cervix, 2 complete ruptures of the uterus, 2 cases of injury to the 
symphysis, and 1 vesico-vaginal fistula which occurred in a case where a 
fistula had been previously cured by operation. It is claimed that the 
results of the operation are very satisfactory when it is borne in mind 
that there is no choice of cases, and that in many of the patients 
examinations and even operative measures had been undertaken outside 
the clinic. 

A further limitation of craniotomy in favour of Cesarean section may 
possibly be advisable in cases of severe cicatricial contraction of the 
vaginal vault, of the cervix, and of the connective tissue surrounding the 
cervix ; here craniotomy appears to be the more dangerous operation. In 
family practice the safety of the mother demands craniotomy, in those 
cases of contracted pelvis in which in hospital Cesarean section would be 
done on the relative indications. 

H. Keitler records an investigation into 64 Cesarean sections that 
occurred in the clinic in 35,062 deliveries, a proportion of 1 to 547°8. 
Thirty-eight of these operations were conservative, and the remaining 26 
involved the removal of the uterus. In 53 of the cases the operation was 
undertaken for labour in contracted pelvis. In these a true conjugate of 
less than 6 cms. forms an absolute indication for delivery by the Cesarean 
operation. In flat pelves with a conjugate of 6 to 7 cms., and in generally 
contracted flat pelves up to 7°5 cms. Cesarean section offers the only 
chance of a living child. Of the other operations which are available 
prophylactic version and induction of premature labour are uncertain as 
regards a live child. Chrobak waits and watches the labour half way 
through, and then does not hesitate to perform Cesarean section if 
necessary. In cases where the indication is relative, the operator 
undertakes the responsibility for the mother getting over the operation 
without accident, and a necessary condition is that her consent shall be 
obtained. In this respect the practice differs from that which obtains in 
France with Pinard and his followers, and in Germany with Zweifel and 
his school. Consent is usually withheld in the case of single primipare, 
and of multiparz who have already several children, and so in Chrobak’s 
practice the living child has often to be perforated. Previous examination 
outside the clinic is not held to be a bar to Cesarean section if there is 
apparently no infection, but, on the other hand, the operation is contra- 
indicated by previous attempts at delivery. In four patients the operation 
was repeated, in two of them each three times. In ten cases the operation 
was undertaken for conditions other than contracted pelvis; these included 
three cases of rupture of the uterus, one of eclampsia, one of accidental 
hemorrhage, one of stenosis of the vagina, and two of cancer of the cervix. 

The mutilating operation is chosen when the uterine contents are 
infected or when circumstances call for the greatest possible haste; in 
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rupture and in tumours of the uterus; in osteomalacia as a therapeutic 
measure; and in affections of the mother such as severe mental disease, 
hereditary constitutional affections, phthisis, diabetes, nephritis, which 
render the recurrence of pregnancy undesirable or dangerous. In the last 
group of cases sterilisation with preservation of the uterus may suffice; 
the most certain method of sterilisation apart from removal of the uterus 
in that of Frankel, which consists in total removal of the tubes with 
conical excision of the uterine portions. As regards the method of 
operation when the uterus is removed, the supra-vaginal amputation with 
dropping of the pedicle is the practice in aseptic cases, the extra-peritoneal 
method being adopted in septic or suspicious cases. Fritsch’s fundal 
incision was employed nine times, and was found to have no disadvantages 
when compared with the median longitudinal one; on the other hand, it 
possesses no great advantages, although extraction is perhaps easier, 
suturing is very conveniently done, and massage can be carried out if 
necessary while the suturing proceeds. Eleven deaths of mothers, includ- 
ing one case of eclampsia and three cases of rupture of the uterus, took 
place. The reduced mortality of the operation itself amounted to 7 per 
cent. On an average the women could return to light work after six 
weeks. The uterus was relatively often found adherent to the scar. The 
great mortality of the children in the first few months is remarkable ; 
out of 27 of whom the fate was ascertained only 10 lived more than a year. 

Induction of premature labour is discussed by Keitler and Pernitza ; 
in about 11 years 93 cases occurred, among which contracted pelvis was 
the indication in 57. The results as regards the mother are notably 
better than those of Cesarean section, and accordingly the operation in 
contracted pelvis must always remain a recognised one, especially in 
private practice. The mortality of the children measured 46 per cent. 
in multipare and 35 per cent, in primipare ; of 26 children whose later 
fate was ascertained only 13 lived longer than one year, and of these 13 
11 belonged to married mothers. In cases of normal pelvis induction of 
labour may be called for in the interest of the mother or of the child. In 
one case the operation was undertaken with success in habitual death of 
the foetus. Among the indications on the part of the mother may be 
mentioned albuminuria and nephritis of pregnancy, pulmonary tuber- 
culosis, pleurisy, emphysema, acute hip joint disease, and chronic heart 
disease with failure of compensation. Labour was only induced when 
threatening symptoms arose; in no case was it done simply on account of 
the disease itself. 

Placenta previa was discussed by Doranth in the first volume of reports 
issued from the clinic ; he described 216 cases which occurred in the years 
1885 to 1895, and Klein now deals with 138 cases from the years 1896 to 
1900. The frequency was 1 in 124 labours, and 20 of the cases occurred 
in primipare. The results of the cases in the last five years did not 
notably differ from those recorded by Doranth, either as regards the 
mortality of the mothers or the chance of the children. The treatment 
usually adopted consists in version; this is as a rule only followed by 
extraction when there is some special indication, such as continued 
bleeding. 

The volume concludes with a paper by Reinprecht on the arrangement 
of the gynecological department, and the antiseptic methods employed. 
This department contains 45 beds, and there is an out-patient clinic in 
which about 5,500 new patients are seen yearly, and in which frequently 
150 patients are treated in a day. The building is old and very il! 
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adapted for its purpose, and the consequent difficulties in efficiently 
carrying on the work are great. It is impossible, however, in the short 
space of a review to even attempt to sketch the difficulties and the means 
by which they are met. 


CuyicaL OsstetTrics. By Robert Jardine, M.D. (Edin.), F.R.S. (Edin.), 


F.F.P. & S. (Glasgow) ; Physician to the Glasgow Maternity Hospital, 
etc. Rebman Limited, 1903. 


In this work obstetrics is considered mainly from the point of view of 
the clinician, a method which has not been generally adopted in systematic 
text-books on the subject. The author has had a varied and extensive 
experience at the Glasgow Maternity Hospital, in which an unusually large 
number of complicated cases are yearly treated, and in this book the 
results of his personal experiences during the past eleven years are 
recorded. Dr. Jardine considers that the clinical teaching of midwifery 
in the United Kingdom is very unsatisfactory. “ Attendance on twenty 
labours can hardly be regarded as a sufficient clinical training, and as a 
result many men enter practice with a very meagre practical knowledge 
of the subject.” A careful perusal of the work will do much to supply this 
deficiency. In his introduction the author calls attention to the great 
morbidity aud mortality still caused by puerperal infection. He believes 
that in this respect obstetrics is far behind general surgery. He attributes 
this to the fact that whilst the great bulk of operative surgery is done by 
specialists, midwifery is still largely in the hands of midwives, often quite 
untrained, and of practitioners who do not all realise the paramount 
importance of asepsis. The earlier chapters are devoted to pregnancy and 
its complications, the latter being very fully considered, and notes of 
illustrative cases are freely given. In the management of heart disease 
during pregnancy interruption of gestation before mid-term is advocated 
if sigus of cardiac insufficiency become evident. In the later months the 
induction of premature labour is also advised if the patient’s condition 
is serious. Dr. Jardine agrees that free hemorrhage during the third 
stage is beneficial, and should be encouraged ; bleeding is also recommended 
if the heart’s action is much embarrassed. The subject of eclampsia will 
be read with special interest. Dr. Jardine states that he has never seen an 
undoubted case in which a considerable quantity of albumen was not 
present in the urine. During the attack he advises saline transfusion by 
the subcutaneous method, using one drachm of acetate of soda to the 
pint. In severe cases he combines this with venesection. The use of 
morphia has been entirely abandoned. Full notes are given of 21 cases, 
many of them being severe, with a death-rate of 13°64 per cent. The 
mechanism of labour and its management is clearly and concisely treated. 
We note, however, that the important question of abdominal palpation as 
an aid to diagnosis is dismissed in a few lines. The hemorrhages of 
pregnancy are fully considered. The author does not recommend the 
Dublin method of plugging the vagina for “ accidental hemorrhage.” He 
prefers rapid delivery of the child combined with transfusion if the patient 
is much collapsed. In the management of cases of impaction of the breech 
a trial of forceps is recommended, and if this fails a leg should be brought 
down. Dr. Jardine believes that the main factor in producing delay 
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with extended legs is the uterus becoming contracted around the 
child, and that the feet are caught above the retraction ring; he 
relates a case in which this clearly seemed to have been the cause of the 
obstruction. The septic conditions of the uterus after delivery are 
illustrated by numerous cases. Some of these in which infection 
arose from rare causes are of great interest. Dr. Jardine is guarded 
in his opinion as to the value of antistreptococcic serum. He has seen 
remarkable improvement follow its use occasionally. It does not appear, 
however, that the cases were examined bacteriologically, and therefore it 
is not possible to draw definite conclusions as to its value. 

The various obstetric operations are well described. For extraction of 
the head after perforation the author prefers the “combined instrument 
of Auvard” as modified by himself. Symphysiotomy has been performed 
four times, in each case with success, though one of the children died soon 
after delivery. In performing Cesarean section the use of a pessary 
pressed firmly over the uterine incision is recommended with the object 
of preventing hemorrhage. 

Special chapters are devoted to the accidents and injuries of the child, 
and also to the diseases of the new-born infant, with full details of suitable 
modes of preparing the food. 

An appendix giving the statistics of thirty years’ work at the Glasgow 
Maternity Hospital concludes the book. These analytical tables contain an 
enormous amount of valuable information. The figures for the outdoor 
cases show that the mortality from sepsis has gone down from 1 in 475 
twenty years ago, to J) in 1,440 during the last ten years, a gratifying 
result due mainly to the introduction of antiseptics. A study of the 
inpatient figures shows a very large proportion of difficult and operative 
cases with a consequent high mortality. Pelvic deformity from rickets is 
especially common in Glasgow, at least 10 per cent. of the patients in 
Hospital showing some degree of contraction of the pelvis. 

It will be seen that this book is essentially practical. Little space is 
devoted to questions of pathology or to theoretical discussions. The 
methods of treatment advised are those which commend themselves to the 
author as the result of his personal observations. It will be found most 
useful to senior students, and to all engaged in the practice of midwifery. 
The illustrations, though not numerous, are well executed. A coloured 
plate representing the liver from a case of eclampsia is of special merit. 
The work of the publishers is excellent. 


DEVELOPMENT oF THE Human Bopy. By J. P. McMurrich, A.M., Ph.D., 
Professor of Anatomy in the University of Michigan. London: 
Rebman Limited, 1903. Price 14s. net. 


This is a manual of human embryology containing only such references 
to comparative embryology as are necessary to fill up the gaps in our 
knowledge of human development. That there is room for a work of this 
kind there is no doubt, as we are only aware of the existence of one other 
book of similar character. Every student and every serious practitioner 
of the art of medicine wishes at times to know the most recent view on some 
point in development, and to get this knowledge from huge text-books of 
human anatomy or of comparative embryology is very difficult. There has 
been of late tendency to fill the early portions of books on obstetrics with 
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treatises on embryology—an attempt doubtless to supply the want to which 
we refer. With a good American and a good English handbook of 
development in the market obstetricians will be able to leave this subject 
in better hands. A feature of the work under notice is the very excellent 
description given of the earliest known human ova. The chapter on “the 
yolk-stalk, the belly-stalk and foetal membranes” deals with its subject 
better than any obstetric text-book we have seen. Obstetricians and 
gynecologists will also find the development of the urino-genital organs 
clearly and sufficiently described. We remember our own futile efforts to 
discover in literature any reference to the fate of the pro-nephros in higher 
animals. Our author makes the matter perfectly clear. We confess to a 
wish that the pronephric or Wolffian duct could have been finally 
proved to be epiblastic in origin, but recent evidence seems to be against 
this conclusion, and we must allow that epithelial structures can be formed 
from any of the three primary layers. 

The author’s style is as clear and readable as the nature of the subject 
and the necessary compression permit. The book is copiously and well 
illustrated. A useful bibliography is appended to each chapter, though 
the text is not over-burdened with references. There is a useful index. 
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